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Pyribenzamine 


Trade Mark Registered 
fin established antihistaminic for the relief of allergies 


Pyribenzamine hydrochloride provides imme- 
diate symptomatic relief with minimal side 
effects in urticaria, dermatoses of allergic 
origin, pruritus, allergic and vasomotor rhi- 
nitis, common cold, bronchial asthma, food 
allergies, serum sickness, hypersensitivity to 
drugs and all other allergic conditions, 


Dosage: 1! tablet or 10 cc. of elixir four 
times daily. In children the dose is reduced 
according to age. 


Packings: Tnblets of 50 mg. in bottles of 30 
Elixir (5 mg, per ce.)in bottles 
of 100 cc. 


-CIBA pharma LIMITED 


P.O. BOX NO. 1123 86ome 
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UNPOLISHED 
POLISHED 


RICE 


POLISHINGS 


A Ving, 


The loss of thiamin and other B-Complex contents in the diet 
of rice-eaters through consumption of milled and polished 
rice is well known to the medical profession. 


Deficiencies ot thiamin and of all other vitamins of the 
B-Complex group are effectively overcome by a course of T.C.F. 
Vitamin B-Complex injections. They present an ideal 
combination of all the established factors of Vitamin B- 
Complex for intensive, rational and balanced treatment. 


T.C.F. 


VITAMIN. BCOMPLEX 


Parenteral: Photometrically standardised, for 
intramuscular injection. 

Oral : In fluid form, with Folic Acid in natural 
proportion. Also in Tablet form. 


Product of? 
TEDDINGTON CHEMICAL FACTORY LTD., BOMBAY, 
Sole Distributors : 
W. T. SUREN & CO., LTD., P. O. BOX 229, BOMBAY, 1. 
Branches: CALCUTTA: P. QO. Box 67a. MADRAS: P. Q. Box 1286 
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INVESTMENT—H.S.A, 


By action of the Association opportunity is now offered 
to all members of the Association to deposit aggregate sums 
up to Rs. 40,000 secured by pro-notes of the Agency in 
multiples of Rs. 100 value, each bearing interest at the 
rate of 3 per cent per annum and repayable on 12 months 
notice. For further information write to: 

Mr. G. Ross Thomas, Inter-Mission Business Office, 

P.O. Box 92, Bombay. 
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Christy Surgical Blades 


Of Blade Making 
Experience 
Behind Every 
Christy Blade 
CHRISTY 
that has long characterized CHR! products. Hospitals. Satisfaction is ; 
CHRISTY blades make friends quickly—and hold ‘eed by the whieh teem, 


permanently because t have the sensa- CHRISTY blades are 
new sre citing edge.” This remarkable ht 
1 gross 


edge was developed months of constant to a box. Ctin 
and ly tent Guts ond with dy 

than old bledes. CHRISTY handles are made in sizes Number 
CHRISTY blades are rapidly growing in accept- 3, 4 and 7, and are packed 6 to a box. 
Over 1,500,000 sold in less than 18 months 


Dealer M. SHAH & COMPANY 


ion’ *Kent 
BOMBAY 4 ~- P 33, Mission Row Extn., CALCUTTA 


antimonial in the treatment of Kala-Azar 
1 High potency and low 


toxicity permit short and 
intensive course 
2 Low cost of treatment 


>. per c.c. 
5 4 Ready for immediate use 
in 100 c.c. 


rubber-capped bottles 


‘PENTOSTAM: 


INJECTION OF SUDIUM STIBOGLUCONATE 


ace cook’ S BUILOING. HORNBY ROAD, BOMBAY 
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Pregnancy and Lactation 


observation shows chat increas- 
ed metabolism during the latter part of 
pregnancy and particularly during the 
nursi pericd. tends toward protein 
depletion. Adequate protein replenish- 
ment is, therelore, desirable to ensure the 
ample supply cf breast milk. 


The of high-grade protein 
foods in the diet of pregnant women . 
now a standan| practice. In cases w 
there is loss of appetite or a general feel- 
ing of exhaustion. the diet can be effec- 
tively supplemented by gous foods in a 
form which is easy ro assimi 


Brand's Essence of Chicken ix a 
protein of animal origin. Being partly 
it is capable af easy and 
ht is extremely palatabl be 
either as a jelly liquid. 
of supporting convalescence and restoring @ pecttive 
nitrogen balance. 


GRAHAMS TRADING CO. (INDIA) LTD. 


Calcutta @ Madras @ Bombay 
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“Anemia is more often than not of mixed patho- 
genesis, due both to nutritional deficiency and 
primary hematopoietic inadequacy.” 

M Ann District Cotumbia 14,197 1940 


LIAFON supplies four blood-building essentials in one capsule 


DESICCATED LIVER for all secondary antianemia prin- 
ciples of whole tresh liver 


FERROUS SULFATE tor ferrous iron, the most effective 
torm of iron medication 


ASCORBIC 4C1D to aid absorption and utilization of iron 


FOLIC 4C10 to stimulate bone marrow and help in nor- 
ma! red blood cell development 


or 2 Copsules t. 1. d. * Bottles of 100 Capsules 
) 


LIAFON 


SQulI BB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


Representatives: MARTIN & HARRIS, LTD. 
CALCUTTA, BOMBAY, MADRAS, DELHI, KARACHI, CHITTAGONG, 
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control pain 


reduce fever 


Codopyrin Tablets, a combination 
of aspirin, phenacetin and codeine, 
afford one of the best practical 
examples of an analgesic and 
antipyretic, positive in action and 
Tree frorn unpleasant side-effects 
Non-habit forming, Codopyrin 
Tablets provide. an extremely 
efficient analgesic for general use. 
They are particularly valuable for 
relief of pain in neuralgia and 
neuritis, dysmenorrhcea, fevers, 
headaches and colds, after injury 
or operation and in mild cases of 


CODOPYRIN 
TABLETS 


Tn tubes of 10 & 20 and 
bottles of %0 tablets. 


Each tablet Ace- 
isalicylic Acid gm. 
0:26 gm. 


Codeine gm. 


relieve insomnia 


cillin in white crystalline form, 
containing over ninety per cent. 
penicillin G, the remainder com- 
prising other forms of penicillin. 
Crystalline Penicillin G Glaxo is of a 
potency not less than 1,600 
units per milligram, is excep- 
tionally stable and is particularly 
Suitable for local application 
in brain surgery, for sub- 
conjuctival and intrathecal injec- 
tions—in fact, whenever penicil- 
lin is needed in its purest form. 


CRYSTALLINE 


100,000. 200,000: 500,000. AND 1,000,000 
UNITS PER PHIAL. 


Bombay 


GLAXO LABORATORIES (INDIA), LTD. 


Madras 
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‘SPOT-O-LITE’ MINOR 
| SHADOWFREE 


The Malgham Spot-O-Lite Shadowfree Lamp + 
has a rotable reflector, very richly nickel-plated 
—18 inches in diameter—and telescopic . 
stand with castors. | 


Made and Sold by 
MALGHAM BROTHERS 
26, OLD CUSTOM HOUSE ROAD, FORT, BOMBAY | 
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SERVING THE 
SINCE 1920 


Surgeons 
INSTRUMENTS 

Hospital 
EQUIPMENT 
& 
Day-to-day 
SUPPLIES 
& 


RUBBER GOODS 
ENAMELWARE 
ETC. 


TELEPHONE: 41936 
TELEGRAMS: “SURGICO” 


counts © 


our clients—Hospitals, Surgeons, Physicians 
all over India—we shall continue to work 
earnestly to serve them better, give them always 
better value, fill their orders accurately and 
as far as possible completely and always forward 
them with the utmost speed by the cheapest 
and quickest route, so that the right goods are 
in their hands when needed . . . . 


BOMBAY SURGICAL CO. 


NEW CHARNI ROAD, BOMBAY—4 


LEADING MAKERS OF 


| MEDICINAL SPECIALITIES 
AND PHARMACEUTICAL 
PREPARATIONS 


60 YEARS OF EXPERIENCE & SKILL 


POWELLS LIMITED 


| SURGICAL INSTRUMENTS, 


{ POWELLS B.P. TINCTURES well-known for purity, aid. sil 
and uniformity. 


Contractors to Government Medical Stores, Government, State, 
Mission and Private Hospitals all over India, Burma and Ceylon. 


Charges Competitive 


POWELLS LIMITED, sompay 4 
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Udell in the ticatinent 


OF GASTRO-INTESTINAL INFECTIONS 


mane 


PHTHALYLSULPHATHIAZOLE 


@ Low absorption— absence of crystailuria 


@ Low dosage — absence of toxicity 


@ Prolonged action—high local 


Containers of 25, 100 and 500 tablets. 


MAY & ® BAKER | 


MAY & BAKER (INDIA) LTR BOMBAY © CALCUTTA @© MADRAS © LUCKNOW 
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Enteritis dysentery Col 
era” 


B.D.H. 


SEX HORMONES 


When B.D.H. is specified the prescriber ensures that a 
product of the utmost reliability is supplied. 

The treatment of certain gynecological conditions in 
the past was disappointing. Specific therapy, based on 


modern research, has now been made available. 


(ESTROGENS) 


(PROGESTOGENS ) 


OESTROFORM-— the natural aestro- 
genic hormone cestradiol in a form 
for injection. 

STIL. “ESTROL B.D.H, — syn- 
thetic suistance having a similar 
therapeutic action to the natural 
eestrogen active orally. 


ETHINYL (ESTRADIOL B.D.H. 
‘Dyloform’ derived from  cestra- 

diol ; highly active orally and witout 

side-effecis in therapcutic doses. 


Effective replacement therapy can be 
obtained with these B.D.H. products, 
in the following and other 
conditions : 


MENOPAUSAL SYNDROME 
AMENORRHEA 
INHIBITION OF LACTATION 


Literature is available and will be forwarded on request 


PROCESTIN B.D.H.—the hormone 
of the corpus luteum which prepares 
the endometrium to receive and 
retain a fertiliso# ovum. A rapid 
progestational response follows 
injection. 

ETHISTERONE B.D.H. — a syn- 
thetic analogue of the luteal hormone 
for oral administration having the 
sam: therapeutic action as Progestin 


-Maximum specific response can 
be obtained with these B.D.H. 
products, in the following and 
other conditions : 


HABITUAL and 
THREATENED ABORTION 

MENORRHAGIA and 

ME!TRORRHAGIA 


BRITISH (INDLAy LTD. 


P.O. Box 1341 BOMBAY 


P.O. Box 7882 CALCUTTA 16 
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ENTROSALYL 


Capsules 


An important advance in sodium 
salicylate medication 


Each glutinised capsule contains 0°50 gm. 
chemically pure sodium salicylate. The low 
salicylic content of each capsule permits 
gradual and continuous administration and 
the special coating ensures slow disine 
tegration within the intestine and thus 
contintious absorption without saturation 
or gastric irritation. 


INDICATIONS: 


Acute articular and extra-articular 
rheumatism and its complications, 


Rheumatic pains, infections and hepatic 
disorders. 


In packings of 50 and 200 capsules. 


Literature and samples on request from: 
DISTRIBUTING AGENTS: 


KEMP & CO., LTD. | 


BOMBAY CALCUTTA DELHI 
NEW DELHI + MADRAS 


CONTINENTAL LABORATORIES LTD. 
101, GREAT RUSSELL STREET LONDON, W.C.) 
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48 hours or longer 
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A Minimal therapeutic level. 


8 300,000 units of procaine penicillin 
pension in oil administ 
intramuscularly. 


C 300,000 units of penicillin aqueous 


‘Avioprocil’ contains the procaine salt of crystalline penicillin G in oily suspension (300,000 


units per mg.) with aluminium stearate, and offers important advantages :— 


@ Therapeutic blood levels of penicillin maintained for at least 36-48 hours. 
@ Effective penicillin therapy achieved with a sirigle daily injection of 1 cc. 
@ Administration is free from irritation and pain. 
10 ce. vials (300,000 units of penicillin perce.) Singly and in boxes of 5 
1 ec. vials (300,000 units of penicillin per cc.) Singly and in boxes of 10 
Literature and further imformition on request from our nearest Office 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) LTD. 


Calcutta Madras Cochin Kanpur New Dethi 
fo Pakistan, Burma and Ceylon IMPERIAL CHEMICAL INDUSTRIES (EXPORT) LTD. 
Karachi Chittagong Rangoon Colombe 
(Subsidiary Companion of tmperiot Chemical tadustries ted.) 
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sheer of clinical evidence. 
accumulated in more than eleven 
years’ world-wide experience 


every of s 


Clinical use of Mapharside—by an 
the generally accepted 
the semi-intensive Army 
pen twenty-six weeks’ treatment 
its—assures effective 
aoene minimal risk to the 
jent. Reactions following use of 
i¢ are less severe, and less 
frequent than those encountered with 
ine of neoarsphenamine ; 

reactions are rare. 


Mapharside supplied in 0.04-gm. and 
0.06-gm. single dose ampoules, boxes 
of 10. Also, In 0.6-gm., multiple dose, 
hospital size ampoules. 


PARKE, DAVIS & CO. 
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Ipa S, Scupper, M.D., D.Sce., F.A.C.S. 


Founder and Principal Emeritus, Christian Medical College, Vellore. 
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The Golden Anniversary of Dr. Ida S. Scudder 


On January 7, 1950, the Fiftieth Anniversary of Dr. Ida S. Scudder’s 
arrival in India for medical work was celebrated at the Christian Medical 
College, Vellore. It was she who conceived: this Institution and_ its 
accompanying medical installations and who developed them during the 
ensuing fifty years until it is now the premier Christian Medical College 
in Southeast Asia. Although the College has been a co-operative venture 
from the start, its ¢arly growth and development was due very largely 
to Dr. Scudder’s personal efforts. In 1942 it became a_fully cooperative 
enterprise with support from more than 34 church and missionary bodies 
on a non-denominational and international basis. Especially gratifying to 
all is the presence here in India of Dr. Scudder to sec the results’ of her 
labors. In 1942 provisional recognition to embark on teaching the M.B., 
B.S. course was granted by the University. Since that time one ‘of the 
main objectives has been to raise the standards and provide the facilities 
necessary to obtain permanent recognition and thus remove any doubt as 
to the status of the College. 

Many well-deserved, glowing tributes and accolades were paid to Dr. 
Scudder on the occasion of her Golden Anniversary by various individuals, 
including His Excellency the Governor of Madras, the Maharajah of 
Bhavanagar, but nothing could have pleased the Founder and Principal 
Emeritus as much as the announcement by Dr. Hilda M. Lazarus, Prin- 
cipal and Director, that permanent recognition of the Christian Medical 
College had been granted by the University of Madras. 

Thus, due to the providence of God, a lifetime’s ambition was ful- 
filled at a most auspicious time, bringing to Dr. Scudder and the host of 
friends of Vellore a development of untold importance in the futyre of 
this medical missionary enterprise. The heartfelt thanks due Dr. Scudder 
is ably expressed in the following letter to Dr. Lazarus from the Secretary 
of the Christian Medical Association of India, Pakistan, Burma and Ceylon: 


“On behalf of the Officers and Members of the Christian Medical Asso- 
ciation of India, Pakistan, Burma and Ceylon I request you to convey 
to Dr. Ida S. Scudder our hearty congratulations and wishes 
on this the Golden Anniversary of the commencement of her service 
to India. For forty years she has been a member of the Association 


and its predecessor, the Medical Missionary Association which was 
formed in 1909. 


: 


“Fifty of service is in itself somethi 

still more a cause of admiration. ade as 
while ¢ in the healing art taught 5 
women equipped not only with the a knowledge and 
touched with the spirit which inspired her 

“The Christian Medical Association expresses its pri 
achievements which have brought honor to it. 
desires particularly to ex its appreciation of her sacrifice in giving 
up her cherished aim of a medical college for women and in joining 
with our former Secretary, Dr. Oliver, and members of the Asso- 
ciation in making possible on co-educational lines the first Christian 
medical college for this sub-continent, the Vellore that is and is to 
be. We rejoice that even after retirement she continues to bless the 
institution with her presence and her prayers. May she long continue 
to do so is our prayer.” 


Comparison of Antimalarial Drugs 


Braprorp E. Stemver, M.D., The Sanatorium, Almora, U.P. 
During the past ten years a number of antimalarial drugs have been 
. introduced. A certain amount of confusion has resulted from the large 
number of synonyms. Much literature continues to appear on these drugs. 
An attempt is made in this article to compare the action and chemothera- 


peutic value of the following drugs, based on the literature available to 
the writer: 


1. Quinine and other cinchona products. 
2. Atebrin. 
Paludrine. 


- The 4-aminoquinolines: chloroquine, oxychloroquine, sontochin 
and camoquine. 


. The 8-aminoquinolines: plasmochin, pentaquine and isopentaquine. 


Quinine 
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Comparison of Anti-Malarial Drugs 93 

Quinine is a protoplasmic poison and in large doses destroys the tissue 
cells. It reduces phagocytic activity of the leucocytes and paralyzes them 
in toxic doses. It diminishes the reflexes. In large doses, it causes 
hyperemia of the brain and is a marked irritant of the stomach.'®'*™* 
In small doses it is a bitter stomachic. Quinine is only slightly localized in 
the tissues. It is rapidly eliminated from the body, appearing in the urine 
within 15 minutes after administration.'®''* Plasma concentrations drop 
90% within 24 hours, and quinine persists in the blood stream for only 
72 hours.***° 

Quinine acts on trophozoites, schizonts, and merozoites. Its action 
against gametocytes of P. vivax and P. malariae is weak and it has no 
effect on the gametocytes of P. falciparum. It does not destroy sporozoites 
injected by the mosquito and it has no effect on exoerythrocytic forms. 
30" 18°23" 22 Tr does not have any causative prophylactic action. It usually 
suppresses P. vivax and P. malariae but suppresses P. falciparum less 
efficiently. P. vivax infections may relapse within 1-2 weeks following 
quinine therapy. As many as 60° of the cases relapse when the drug 
is not administered for a sufficient length of time.’*® The sulphate is 
recommended for oral use and the dihydrochloride for intravenous use. 
Quinine tannate and euquinine (Quinine Ethyl Carbonate) are recom- 
mended for children by Craig.° 

The National Malaria Commission (U.S.A.) has recommended a 
dosage of 10 grains three times daily until the sctive symptoms have 
subsided and then a daily dosage of 15 grains for 6-8 weeks, except when 
gametocytes continue in the smear in which case the daily dose of 30 grains 
is continued for one month.’ The following dosage three times daily 
has been recommended for children:* 


under one year % grain 5-7 years 4 grains 
one year 1 grain 8-10 year? 5 grains 
two years 2 grains 11-14 years 8 grains 
3-4 years 3 grains above 14 years 10 grains 


James has recommended euquinine dosages for children which are 14 
times the dosages of quinine.’ When given intravenously, it has been 
recommended that 25 grains of quinine dihydrochloride be given in 
300 c.c. of saline.*’ '* Craig states that quinine should not be given rectally 
or subcutanously. Quinine is commonly given intramuscularly, but Craig 
advises against it, because with this method quinine is absorbed slowly, 
the injections are painful, and there is the possibility of local tissue 
necrosis."° The suppressive dosage is 10 grains daily, 

Therapeutic doses commonly produce cinchonism, with tinnitus, 
partial deafness, vertigo, visual disturbances, headache and nausea, 
Occasional patients may develop severe cinchonism, urticaria, or angio- 
neurotic edema following small doses. Delirium, coma, and even death 
have 


Totaquine 
Totaquine is a standardized mixture of the alkaloids of cinchona. 
It must consist of not less than 15° quinine and 70° crystallizable 
alkaloids, and not more than 20°, amorphous alkaloids and 5° water.’® 
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Its therapeutic effect is similar to that of quinine. Its dosage is 10 grains 


three times 
Quinine Febrifuge 

Quinine febrifuge is a mixture of total alkaloids of cinchona. It is 
not as effective as quinine, but it results in more economical use of 
cinchona bark.'* 

Atebrin 
6-chloro-methoxy-9 (4-diethylamino-1-methylbutylamino) acridine.*’*" 
CH, 


Synonyms: atabrine, acriquine, chemiochin, chinacrin, crinodor, erion, haffkinine, 
italchina, mepacrine, metoquina, metoquine, quinacrine. 


Atebrin in small doses is a mild gastro-intestinal irritant, while in 
larger doses it produces vomiting and cerebral irritation. Large doses 
may affect the vasomotor centers, It is markedly localized in the leucocytes, 
spleen, liver, lungs, and heart and is slowly eliminated. Plasma concen- 
trations drop 50°/, per week after the last dose. It is finally eliminated 
in about 36 days.*’2** 18" 16" 14 

Atebrin kills trophozoites, schizonts, and merozoites of all species 
and the gametocytes of P. vivax and P. malariae but does not kill the 
garnetocytes of P. falciparum. It has no effect against the sporozoites 
injected by the mosquito and cannot prevent infection of the red 
cells.*" 2?" Tt has no action against exoerythrocytic forms. Atebrin is 
more rapid in its action than quinine and it controls the symptoms more 
rapidly than quinine does.*’ ** Atebrin does not have a causative prophy- 
lactic action, but it effectively suppresses erythrocytic parasites. Suppression 
for four weeks after exposure frequently permanently prevents P. falciparum 
malaria, although resistant strains occur. Relapses of P. vivax and P. 
malariae occur 4 to 6 weeks after treatment. The salt used is the hydro- 
chloride (dihydrochloride, dihydrate). 18" 22" 45" 6 

The oral dosage as recommended by the U.S.A. Army and Navy is 
as follows: 3 grains atebrin with 15 grains NaHCO, every six hours 
for five doses, followed by 114 grains three times daily for six days.°’ *** ™ 
During the war, the U.S. Navy followed this course with a daily dosage 
of 1% grains for three months. Craig has recommended the following 
dosage for children:* 
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1~4 years of age 34 grains twice daily for five days. 

4-8 years of age 1% grains twice daily for five days. 

above 8 years of age adult dosage. 

Craig recommends that atebrin should not be given to children under 
five years of age.’ The adult suppressive dose is 1%4 grains daily. Atebrin 
may be given intravenously in doses of 1% to 4% grains in 1 c.c. saline, 
or intramuscularly.*’ 

Atebrin is usually well tolerated. In therapeutic doses, it may cause 
anorexia, nausea, vomiting, diarrhea, cerebral irritation, and skin eruptions 
resembling lichen planus and erythematous eruptions. Rarely, it may 
produce abdominal colic, severe headache, mental confusion, insomnia, 


mania, or depression.’ '°’?*’ !*’ ® Tt temporarily dyes the skin, but this is 
not a toxic reaction, 


Paludrine 
2? 


—NH—C—NH—C—NH—CH(CH,), 
a NH NH 


Synonyms: chlorguanide, proguani!, yuanatol, drinupal, palusil, trian, M 4888 


Paludrine is markedly localized in erythrocytes, leucocytes, kidney, 
and liver. It rapidly disappears from the blood plasma, but part of it 
appears to be converted into an active metabolic product." 

Paludrine kills trophozoites, schizonts, and merozoites. It appears 
to act on exoerythrocytic and preerythrocytic forms. It prevents the 
development of the gametocytes of P. vivax and P. falciparum in the 
mosquito. It often acts as a causative prophylactic against P, falciparum 
and may cure. However, some strains are very resistant to paludrine. 
Paludrine is an effective suppressant of P. vivax while it is given. It also 
stops acute attacks of P. malariae infections. Following paludrine therapy, 
relapses of P. vivax occur at about the same or slightly lower rate and 
after about the same period of time as after atebrin therapy. The mono- 
hydrochloride salt is used for oral use and the acetate and lactate for 

Various dosage schedules have been recommended. One of the 
schedules is as follows: 3 grains three times daily for two weeks in the 
case of P, falciparum, and 1% grains three times daily for 7-11 days, 
followed by 1'4 grains twice weekiy for six months, in the case of 
P. vivax and P. malariae. The suppressive dosage is 4% grains once 
weekly, or 114 to 3 grains twice weekly, or 1% grains daily. Paludrine 
is well tolerated intravenously and intramuscularly. The toxicity of 
paludrine is very low. Dosages from 15 to 21 grains daily have been 
tolerated for 14—28 days without permanent ill effects. With such high 
dosages, nausea, vomiting, diarrhea, and mild hematuria have occurred.’ * 
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Chloroquine 
7-chloro-4-(4-diethylamino-1-methylbutylamino) quinoline.* 
CH, 
(C,H,), 


/ 


Synonyms: aralen, resochin, nivaquine B, tanakan, SN 7618, 3377 RP. 

Chloroquine is a product of the U.S.A. and has been widely used 
in Africa and other parts of the world. It is absorbed more rapidly than 
atebrin, It is markedly localized in the liver, spleen, kidney, lungs, and 
leucocytes, Degradation and excretion are slow, and plasma concentra- 
tions drop 60°, per week after the last dose.* ** 

Most waihens have found chloroquine to be three times as effective 
as atebrin in killing plasmodia of P. vivax and P. falciparum. Its principal 
action is against trophozoites, sporozoites, and merozoites. It has no 
effect against preerythrocytic forms. It does not affect persistent exoery- 
throcytic forms. P. falciparum gametocytes resist chloroquine but one 
course usually cures P. falciparum infections. Chloroquine effectively 
suppresses all three plasmodia, more so than atebrin does, but P. vivax 
and P. malariae may appear after the drug is stopped. The relapse rate 
in P. vivax and P. Malariae is less than that following treatment with 
quinine, atebrin or paludrine. P. vivax relapses are delayed 7—11 weeks 
after treatment. Relapses do not usually occur in P. falciparum infections. 
However, Hill and Amatuzio’’ have reported that their studies indicate 
that chloroquine has no advantages over atebrin and that the relapse rate 
following chloroquine is about the same as that following atebrin. The 
diphosphate (62°/, base) is used for oral use and the hydrochloride (89% 
base) Sor: parenteral 99° 18:80 

The dosage of chloroquine is as follows: the initial dose is 15 grains 
of the salt, followed in 6 hours by 7% grains, then followed by 7%4 
grains once daily for two days only. The suppressive dose is 7%4 grains 
once weekly. Chloroquine may be given intramuscularly in doses of 3-4 
grains of the salt. 

The toxicity of chloroquine is very low. It may cause gastro-intestinal 
complaints, blurring of the vision, pluritis, and headaches.?° ' ?? 


| 
%6 
| 
4 
4 
ay 


Comparison of Anti-Malarial Drugs 


Ocychloroquine 
7-chloro-4- quinoline.* 


(CyHy)s 


Synonym: SN 8137. 
Oxychloroquine resembles chloroquine in its activity. It is slightly 
less active and does not appear to have any advantage over 


chloroquine. 
It is also slightly less toxic than chloroquine. The salt used is the 
diphosphate.* ** 
Sontochin 


7-chloro-4-(3-diethylamino-2-hydroxyprophylamino) quinoline.* 
CH, 
(CyH,)s 


Synonyms: sontoquine, santoquine, santochin, nivaquine, SN 6911, 3038 RP.’ 

Sontochin is well localized in the leucocytes, liver, spleen, and other 
tissues. Excretion is slow, plasma concentrations dropping 25°, day 
after the last dose. Sontochin is effective against sporozoites, schizonts, 
and merozoites. It alleviates acute attacks of malaria. It is not efiective 
against gametocytes of P. falciparum. Relapses occur at about the same 
rate as in the case of atebrin. It is not a causative prophylactic but is an 
effective suppressant.* ** 

The salts used are the disulfate and dihydrochloride. The dosage is 
similar to that of chloroquine. The toxicity is low 


| | 
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Camoquine 
7-chloro-4-(3-diethylaminomethyl-4-hydroxyanilino) quinoline? 


Synonyms: amodiaquin, miaquin, CAN-AQ, SN 10,751. 

Camoquine is rapidly metabolized but thc degredation products are 
tyerapeutically active and slowly eliminated, plasrna concentrations declin- 
ing at the rate of 60% per week. The action of the drug is similar 
to that of chloroquine. Relapses caused by P. vivax are delayed as long 
as after chloroquine.*’ ** 

The dihydrochloride is the salt used. The therapeutic and suppressive 
dosages correspond to that of chloroquine. The toxicity is very low. 


Plasmochin 
6-methoxy-8-(4-diethylamino-1-methylbutylamino)quinoline® 


(CyHy)s 


CH, 

Synonyms: plasmoquine, pamaquin, pamaquine, praequine, gamefar, quipenyl, 
Plasmochin is moderately well localized in the liver, lungs, and brain, 
It is quickly metabolized. If it is given concurrently with atebrin or 
paludrine, much higher plasma concentrations will result than when it is 
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administered alone. In large doses. it injures the central nervous system 
and liver and may produce acute hemorrhagic nephritis, cardiac itregular- 
ities, and death from cardiac or respiratory failure.'®*'’ '* 

Plasmochin kills the trophozoites, schizonts, and merozoites of P. vivax 
and P. malariae but to a lesser extent than other drugs. It does not kill 
these forms of P. falciparum. It kills the gametocytes of all of the three 
plasmodia. It destroys the persistent forms responsible for P. vivax 
relapses, this action being increased by concurrent administration of 
quinine. In toxic doses it will destroy the preerythrocytic forms of P. 
vivax and P. falciparum. It greatly reduces the relapse rates of P. vivax 
when administered concurrently with quinine.'®’*"’'*'™ 

The salts commonly used are the naphthoate and monohydrochloride. 
Plasmochin should never be used in the treatment of malaria but only for 
the destruction of the gametocytes. Craig states that it should not be 
given concurrently with quinine, atebrin, paludrine, or the sulfonamides, 
although many use quinine in conjunction with plasmochin. Craig also 
states that plasmochin should not be given to young children. The 
Malaria Committee of the League of Nations recommends single doses 
of % grain once every 4~5 days until the gametocytes disappear.*’” 
*10°37° 18 

Plasmochin is very toxic and the margin between the therapeutic 
dose for the treatment of malaria and the toxic dose is small. Therapeutic 
doses have resulted in violent headache, natisea and vomiting, severe 
diarrhea, jaundice, cardiac depression and arrhythmias, methemoglobine- 
mia, methemoglobinuria, coma and death. However, when plasmochin 


has been administered in the small dosages noted above for the purpose 


of eliminating gametocytes, toxic symptoms usually have not occured.'® 


Pentaquine 
6-methoxy-8-(5-isopropylaminoamylamino) quinoline® 


Synonym’: SN 13,276. 

Pentaquine is only slightly localized in the tissues. It is rapidly 
metabolized. When it is given concurréntly with quinine, the plasma 
level is slightly raised, while it is greatly raised when administered con- 
currently with atebrin. 

Pentaquine has some activity against the trophozoites, merozoites, 
and schizonts of P. vivax. It lowers the relapse rate of P. vivax malaria, 
especially when it is given concurrently with quinine. 


\ 
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The phosphate is the salt used. The recomunended dosage is 30 mg. 
a day given concurrently with 30 grains quinine per day for 14 days. 
Pentaquine is less toxic than plasmochin. [t may produce 
cramps, anorexia, nausea, vomiting, fever, cyanosis, and intravascular 
hemolysis. The margin of safety between effective and toxic doses is 
greater with pentaquine than with plasmochin.'’*'**’ *’ 


Isopentaquine 
6-methoxy-8-(4-isoprepylamino-1-methyl butylamino)-quinoline.* 


NH—CH—(CH,),—-NH—CH(CH,), 


CH, 

Synonym: SN 13,274, 

Isopentaquine is as effective as pentaquine in reducing the relapse 
rate of P. vivax when given concurrently with quinine. The salt used is 
the mono-oxalate. The dosage js similar to that of pentaquine. The 
drug is somewhat less toxic than pentaquine.*’ 

Malarcan is a base of methyl-acrindinium chloride and hydrochloric 
acid. Paludrex is a compound containing copper and an oxyquinoline 
group. Tebetren is methyl-hydrocupreine-methyl-acridine dihydrochlorate. 
These three drugs have been used as antimalarials but are less effective 
than quinine.’® 

Comment 

Table No. 1 summarizes the therapeutic activity of each group of 
drugs discussed in this article. 

In general, an ideal antimalarial drug is one which is rapidly absorbed 
from the gastro-intestinal tract, is well localized in the tissues, is slowly 
eliminated either by excretion or degredation, is effective against all forms 
of the different plasmodia, and has no toxic symptoms. Such a compound 
is long retained in the body, permitting shorter courses of treatment and 
resulting in prolonged periods of protection when used as a suppressant, 
and it can be used in mass therapy without danger of toxicity. 

Although the newer drugs are more effective than quinine for oral 
use, quinine still has a place in parenteral therapy and for use in con- 
junction with the 8-aminoquinolines. It is preferred to atebrin for children 
and mass therapy. Chloroquine and paludrine appear to be preferable 
to quinine for parenteral use, but this js still in an experimental stage. 

When paludrine was introduced on the market, several claims were 
made for it that are now known not to be true. Although paludrine often 
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cures an infection of P. falciparum, frequently it is not very effective 
against infections of P. falciparum. This has been the experience of the 
writer and other physicians. When there is a choice between atebrin and 
paludrine, it is safer to use atebrin instead of paludrine in P. falciparum 
infections. One of the big advantages of paludrine over atebrin is that 
it is much less toxic and jt does not stain the skin. Chloroquine is an 
American product and has been extensively used in America, Africa and 
other parts of the world. It appears to be superior to both atebrin and 
paludrine from the standpoint of the length of treatment period, therapeutic 
activity, incidence of relapses of the three Plasmodia, the latent periods 
before relapses, and the resistance of strains. Chloroquine, paludrine, and 
atebrin effectively suppress all three plasmodia, but chloroquine and 
paludrine are more satisfactory than atebrin since they are less toxic, do 
not stain the skin, and may i+ administered at less frequent intervals. 


TABLE Il 
Localization and Elimination of Antimalarial D 


| Elimination of Drug 


Name of Drug 


| Rapidly metobolized, but 
metabolic product is active 


Marked Very slow 


Moderate 


Rapid 


TABLE Ill 
Summary of Dosage and Toxicity of Antimalarial Drugs 


Toxicity 


| followed by 15 gr daily for | 10 gr daily Moderate 


. 3 gr q. 6 hrs for 5 doses, followed ‘ : 
Atebrin by 14 gr tds for 6 days | 1} gr daily | engl 


14 to 3 gr tds for 7-l4 days, | ‘ j 
Paludrine followed by suppressive | 19-3 gr twice whly.| Extremely low 
| orlggardaily | 
dosaue 
| 15 gr initially, followed by 7} gr 
Chloroquine in 6 brs. followed by 7$ gr —_,_ 7) gr once weekly Very low 
| once daily for 2 days j 
Piasrnochin is not used as a thera- | 
peutic agent. It is on'y used to Plasmochin is not | 
Plasmochin | destroy gametocytes: $ gr q 4-5 used as a | Very bigh 
days till the gametocytes | suppressive agent | 
disappear 


ay 
| 
rugs 
ae Quinine Slight Rapid 
ar a Atebrin | Marked | Very slow 
| | 
Plaomochin | — | 
| 
Name of | Adult Therapeutic Dosage Suppressive 
ee 3 10 gr tds until symptoms subside, | 
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Relapsing P. vivax malaria which does not respond to atebrin, palu- 
drine, or chloroquine may be effectively treated by one of the 8-amino- 
quinolines, either alone or with quinine. Pentaquine and isopentaquine 
are preferable to plasmochin for this purpose. 


Summary 

1. Comparison of the action and therapeutic value of the following 
antimalarial drugs has been made: (a) quinine and the other cinchona 
products, (6) atebrin, (c) paludrine, (¢d) the 4-aminoquinolines: chloro- 
quine, oxychloroquine, sontochin, camoquin, (¢) the 8-aminoquinolines: 
plasmochin, pentaquine, isopentaquine. 

2. It has been concluded that chloroquine is superior to the other 
drugs as an antimalarial drug and is the drug of cheice for routine therapy. 

3. The 8-aminoquinolines are very toxic and should only be used 
to destroy gametocytes in relapsing cases. They should always be used 
cautiously. Pentaquine and isopentaquine are preferable to plasmochin. 
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Traumatic Surgery 
A REVIEW OF 409 CASES 


H. W. Wuiams, F.R.C.S., (Edin.), Chief Medical Officer, 
MacRobert Hospital, Dhariwal, E. Punjab 


In the four and a half years from January, 1945 to June, 1949, 409 
traumatic cases have been treated at the Salvation Army MacRobert Hos- 
pital, Dhariwal, This excludes cases of minor injuries treated as out-patients 
and burns. This figure represents 8°/, of the in-patients admitted during 
this period, a percentage higher than is encountered in the practice of most 
Mission hospitals and is due to: 

(a) situation of the hospital, 8 miles from the District Civil Hospital 
in one direction and 12 miles from the nearest branch civil hospital in the 
other, in a province where domestic quarrels are often bloody. 

(5) the fact that the hospital serves the New Egerton Woollen Mills, 
the second largest woollen mill in India. 

(c) proximity of the Amritsar-Pathankote, Nagrota Railway, Dhariwal 
station being but a hundred yards distant. 

(d) the fact that the review covers the period in which the Punjab 
was partitioned. 

These factors have a bearing on the nature of the injuries which have 
been treated. Fighting cases have been characterised by the greatest variety 
in type and situation of the injuries, mill accidents have largely involved 
the hand, whilst rail accidents have been almost entirely confined to lower 
limb injuries. Riot casualties were suffering from either gunshot wounds 
or multiple incised wounds. These cases have been treated by five surgeons 
but the same general technique has been followed. 


TABLE 1 
| 
< 
Abdo. Back 

Fighting Injury| 78 | 49 2 13|35|27| s| 1| 25 | 14/13 | 292 
Other Accident| 3 + | 3 3} 9/15} 13} 3/18] 10! 20} 101 

"Total | 17 | 44/42/18 | 4145 | 25 | 51 | 409 
Resuscitation. 


This has been limited to the use of morphia, warmth and rest, as no 
stored blood or plasma has been available and transfusions of fresh blood 
involve the finding of donors, cross matching and collection, a lengthy 
procedure. In estimation of shock and preparedness for surgical interven- 
tion, clinical examination has been relied upon. The anxious mien, cold, 
clammy skin, rapid, thready pulse and quick, shallow respiration is a 
syndrome easily recognised and blood pressure readings give a rough but 
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reliable index of the severity of the shock. A systolic pressure of 85 has 
been accepted as a base line for operation althongh where possible an 
adequate period has been allowed for recovery by the simple measures 
enumerated. 


Anaesthetics. 

Hexobarbitone and pentothal intravenously were most useful but the 
standard anaesthetic has been chloroform or ethyl chloride induction 
followed by ether. An Oxford Vaporiser has proved the most useful 
machine for the purpose. Trilene by means of a Cyprane inhaler will 
be most useful in future cases of a short duration. No spinal anaesthetics 
have been used but local infiltration with 1°, planocaine has been em- 
ployed. Post operative complications due to anaesthesia have been rare, 
a statement the more remarkable by reason of the fact that even when 
alcohol has not been imbibed before injury, the local practice is to give 
it freely afterwards, normally with for-ed feeding, so that vomiting in the 
theatre is the nauseating accompaniment of fighting cases! 


TABLE II 


10 


1 
2 
2 
20 


1°%/ iodine in spirit has been used throughout for skin sterilisation. 
It is interesting to find that recent experiments in Oxford on skin sterilisa- 
tion have confirmed that even a 0°5°% tincture of iodine will sterilise 
skin completely in 30 seconds (Gardner—Lancet 13th November, 1948). 
Cetavlon 1°, has proved the most useful detergent. This is particularly 
true in accident cases in which wounds are contaminated with oil or 
grease, Other than this, normal saline has been the only solution employed 
in cleansing. In surgical toilette the following points have been stressed. 

1. Minimal skin excision. Many skin flaps have been loosely sutured 


| 
Gunshot W. | 10 | s|1|s| 2}..] 17 | 6 | 
Incised 29 6 6! So | | 
Stab 3 16 | s| 2 47 
Pract. | | 
ompound | 8 |. 31 | 97 
Frect. Simple | 3 1 2|7| simi 3] s| 71 2| | 37 
Fract. Disloc. bee | | 1} 6) 3 14 
Tota — | 65 «| 67 48 | 6| 65| 81 | 486 
General Principles of Treatment. i” 
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after cleansing and despite precarious blood supply only small areas hin 
eventually sloughed. 

2. Wide incision of skin and deep fascia to relieve tension, parti- 
cularly where muscle damage was evident. Many such cases have been 
sutured within four days of the primary toilette and have healed by first 
intention. 

3. Counter-incision to avoid deep holes. 

4. Excision of all devitalised muscle, 

5. Conservatism in amputation even when blood supply has been 
poor. This has been particularly stressed in injuries to the hand in which 
two types of mutilation have been common. 

(a) amputation of fingers by chaff-cutting machines, particularly in 
children and 

(6) amputation or avulsion of fingers, where men have disregarded 
safety regulations and attempted to fit belting without stopping machines. 

The smallest fragment of the thumb has been preserved and even the 
first metacarpal partially mobilised and skin grafted to give opposition to 
the other fingers. Conversely, a rigid digit, other than the thumb, in an 
otherwise mobile hand is a nuisance and has been amputated, usually 
with the metacarpal head in women and at the metacarpal phalangeal 
joirt in working men. 

6. All scalp and face wounds have been sutured primarily. Else- 
where, wounds of more than twelve hours’ duration, have not been sutured 
normally, but where the course has seemed feasible, the first dressing has 
been made in the Operating Theatre and delayed primary suture performed 
in a clean vound. 

7. Sulghanilamide powder has been insufflated into ragged wounds 
or 1/1000 solution of penicillin injected and cavities lightly filled with 
vaseline gauze. (This is made by the Theatre Sister in two sizes 6” x 6” 
and 6” x 9”, by smearing a mixture of 99°, soft paraffin and 1°% Balsam 
of Peru into wide mesh gauze, packing in suitable size tins and autoclaving). 

8. Plaster of Paris has been used almost entirely in immobilisation 
of flesh wounds as well as in fractures. In the case of forearm and hand 
injuries, the position of function, wrist dorsiflexed, fingers flexed and 
thumb in opposition, has been routine. Normally a Plaster of Paris slab 
3/sth of the circumference of the limb in width, has been completed as 
a cast by a wet roller bandage, the plaster being completed in a few days 
on the subsidence of swelling in fracture cases. 

9. Anti-tetanus antitoxin 3000 I.U. has normally been given 
in the theatre with the first injection of penicillin. Intravenous glucose 
saline has been used frequently but we shall welcome supplies of Dextran 
when it becomes available. (Thorsen and M.R.C. Report—Lancet 22nd 
January, 1949). 

All limb injuries have been kept elevated. In the upper limb, a 
simple sling has been attached to an intravenous saline stand; in the lower 
limb, suspension from a cradle or pillows has been employed. All joints 
are exercised on the following day. The nurses are versed in routine 
active exercises; quadriceps drill can usually raise a laugh in the ward. 
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Comment: True fulminant gas gangrene has been encountered in only 
two cases, both involving amputation of the upper limb. One proved 
fatal. On the other hand, localised gangrene appearing four or five days 
after injury (MacLennan—Lancet reports from the North African ¢am- 
paign) has been more common. 18 cases occurred in this series. 
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It may be of interest to quote here one case in which an amputation 
stump was apparently cross infected from a tropical ulcer, giving the 
typical gelatinous odourous exudate and skin necrosis. 

Gunshot wounds were of two types, one, the typical rifle bullet wound, 
usually with shattered bone, the other a peppering with lead shot of 
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local manufacture. The former was common in the post-partition rioting, 
the second, in dacoities. The lead pellets have been much larger than 
normal, being about 4” in diameter. Unless causing symptoms, such 
pellets have not been removed, Two cases have involved excision of the 
eye. One case involving spinal shock or thrombosis of a spinal vein is 
of interest. 

Case 1: Male aged 25 admitted on the morning of 22-12~'48 
having intercepted dacoits engaged in a highway robbery on the previous 
evening. He had been attacked with sharp weapons, receiving a variety 
of incised wounds but had also received a barrel load of shot from a 
village made pistol, at short range. Nine pellets had penetrated the right 
shoulder and neck, producing several lacerated wounds. Patient was 
conscious and co-operative but had a flaccid paralysis of the right leg with 
no sensory joss. X-ray showed one pellet, which had presumably traversed 
the spinal canal between two laminae, lying on the left side of cervical He. 
Lumbar puncture on 28—12-'48 showed a xanthochromic fluid under 
pressure. Toe movements were first possible on 7-1~'49, and when 
patient left hospital on 21~1-'49 movements were full though weak. 

Six penetrating wounds of the abdomen with prolapsed intestine have 
béen submitted to laparotomy and in only one case was resection of gut 
necessary. One case of ruptured spleen occurred. 

Case 2: Male aged 16 was admitted on 5—1—'45 at 2:30 p.m. in @ 
shocked condition. An hour previously he had been sparring with an 
adolescent co-worker in the mill and had received what was stated to be, 
a light tap under the left ribs. Laparatorny revealed about two pints of 
blood in the abdomen and a half inch tear in a spleen only moderately 
enlarged. Splenectomy was performed and the lad made a rapid recovery. 

One case of traumatic amputation of the testis occurred as a result 
of a kick from a buffalo. Several other cases of scrotal laceration are 
included and are remembered for the extent and rapidity of the con- 
traction of the raw area. 

Active exercise has been the mainstay of rehabilitation, although 
infra-red rays, diathermy and faradic stimulation have all been employed. 
In the absence of a gymnasium, and physio-therapist, this has meant con- 
stant reiteration to patients and nurses on ward rounds, Factory cases. 
have an eye to compensation and fighting cases to litigation, which does. 
not help. In the latter group, the fact that twenty-one days hospitalisation. 
constitutes a grievous injury, has to be reckoned with. 

The figures quoted show that the majority of head and neck injuries 
are the result of fights; mill accidents chiefly involve the hand whilst raib 
accidents have been almost entirely productive of injuries to legs and feet. 
These are commonly due to the person’s slipping between the train and 
the platform or to passengers (usually ticketless!) attempting to hang on 
to the side of trains and falling. 

The majority of cases of multiple injuries were sword wounds and 
occurred during the riots of 1947. These passed out of our hands. 
rapidly and ultimate result or even survival are not known; the nine 


deaths recorded therefore is probably an incomplete figure. 


4 
{ 
i 
4 
| 
: 
9 


Physicians and Surgeons—Enemies or Friends 109 
Two attempted suicides with cut throats have recovered with primary 
suture of divided pharynx and tracheotomy and nasal feeding. 
Comment would not be complete without mention of the interesting 
if annoyingly unproductive hours spent in giving evidence in court on 
these cases. . 


Summary 
409 traumatic cases have been operated on in the MacRobert Hos- 
pital, Dhariwal, in the last four and a half years. Treatment has been 


uniform although five surgeons have contributed. Treatment and results 
are discussed. 


Physicians and Surgeons—Enemies or Friends’ 


T. H. Someevett, M.A., M.B., B.Ch., F.R.C.S. (Eng.) 
Christian Medical College, Vellore 


When I was in England some years ago I was invited by one of the 
most eminent of the Medical Clubs—the Gastro-enterological Society—to 
address them on the subject of “Gastric and Duodenal Ulcer” from the 
surgical point of view. Several of the distinguished surgeons of London 
also contributed papers, and in their company I felt myself to be a very 
ordinary person; although the experience of gastric surgery I had had was 
greater, I suspect, than most of their’s; they had lived all their surgical 
lives in teaching hospitals with colleagues of rich experience with whom 
to talk and to share their difficulties and discuss the modification of their 
methods, and with a physiology laboratory a few yards away in which 
their theories could be tested. 

It was very nice of them to ask a mere surgical missionary to talk 
at their meeting. And I talked as usual ten minutes too long! Anyway 
three or four surgeons, including myself, outlined the surgical treatment 
of gastric and duodenal ulcer as we practised it, and its result as our 
experience had shown them to us. Now it is very bad manners for 2 
guest to complain of his host’s treatment or of the entertainment he has 
given. And they gave me a very good dinner and were most hospitable 
and kind. But I cannot help saying that I was profoundly shocked to 
hear the discussion that took place after the had been read. The 
chairman began with a word of thanks, tone of which made it 
evident that he, as a physician, had shown the utmost condescension in 
allowing mere surgeons to raise their voice above a whisper in so august 
an assembly of the wise. Within a few minutes the discussion, which 
should have been technical and scientific—an attempt, in fact, to get at 
the truth and to assess the best available treatment for each class of 
case—had degenerated into a free fight between physicians and surgeons, 
between the honourable profession who wielded the stethoscope, and the 
uneducated barber-surgeons whose implements are scissors and razor-blades. 
As I say, I was profeaindly shocked. Eminent men whose names I knew, 
whose articles I had read, stood there gesticulating and making remarks 
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indicating that their chief object as a profession was to keep their cases 
out of the surgeon’s hands. I had gone there expecting to hear a reasoned 
discussion between the best brains in London. Instead, I found myself 
listening to a lot of cats—charming old cats, many of them, but all well 
provided with tooth and claw——fighting against their enemies, the surgeons. 
I do not say the fighting was all on one side, either; the surgeons were 
just as quick to uphold their prestige as the physicians were to attack it. 

Thete is something wrong here, I thought. Here is the cream of 
Harley Street behaving like a lot of school boys—and why? Was it the 
physicians with their three and five guinea fees registering jealousy for 
the hundred or more demanded by the surgeons? Was it an echo of the 
days when a gentleman could be a physician while a surgeon was classed 
as a little more than a menial? Was it a protest of the Sanatanists that 
mere ‘harijans’ had been granted temple entry? Was there not something 
pathetic in this outburst—all so icily and faultlessly expressed, delivered 
in the Oxford accent—-with a touch of Hebrew here and there—the 
pathos of the forlorn defense of a citadel that had already fallen? To my 
mind there was something pathetic indeed. For we all, physicians and 
surgeons, gynaccologists and oculists, specialists and practitioners, are 
called by God to do our best for the poor, the suffering, the sick—and 
the patients we treat have the right to expect from us the best, and the 
proved best, that we can do for them in administering to their needs. 

We are reminded of the famous correspondence, which disfigured 
the pages of the Lancet, for some months, between the protagonists of 
ulcer of the stomach as the starting point of the cancer, and those who 
believed that ulcer is only responsible for a small percentage of carcinomata. 
A recent text book makes this comment: 

“Hurst (1937) sums up his views on the Pathogenesis of Carcinoma 
of the stomach as follows: 

“There is abundant evidence to show that in the 70 per cent of cases 
with achlorhydria, the carcinoma results from malignant degeneration 
of chronically inflamed mucosa, the achlorhydria being the result of the 
previously existing gastritis and not of the carcinoma. 

‘In the 30 per cent of cases with normal or high acidity the evidence 
is equally conclusive that the carcinoma is the result of malignant de- 
generation of a simple ulcer. 

‘The chronic gastritis and the simple ulcer are both caused by 
chronic irritation, the former in individuals born with a hypersthenic 
gastric constitution’ ”’. 

To this Morley and others object, believing (as I do) that not much 
more than § per cent of gastric ulcers become carcinomatous. The 
correspondence in the Lancet and other papers which followed Hurst’s 
lecture—gastroscopists versus pathologists—reflects bitterly on the unfor- 
tunate antagonism which too often occurs—in print, at any rate—between 
physicians and surgeons, or gastroscopists, pathologists and radiologists. 
For our patient's sake, do let us co-operate in a true union of healers of the 
body. We are out to cure our patients, not to push our own pet methods 
or theories. And we are all necessary members of one branch or other 
of the profession whose job is to unite as an organisation of healers. If 
we advertise our successes, let us also advertise our failures. 
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All down the ages, the history of literature has many instances. of 
harsh criticism of medical men by one another. We recall the receipt 
of Jenner’s great discovery of the possibility of immunisation by narrowr 
minded members of his own profession. ‘Vain, imaginative, and loose- 
thinking by nature . . . the course of events made him an imposter and 
a shuffler . . . and a fact-blinded enthusiast.” If a man thinks the facts 
described by an investigator are wrong, it is up to him to say nothing 
until he himself has proved—in the laboratory or by his own clinical 
observations—that his own view is right, or has at least a right to be 
considered. But how much easier it is to wax vitriolic in print and to 
indulge in personal abuse. Let anyone tempted to do this first sit down 
and read Bernard Shaw's immortal play, “The Doctor's Dilemma”, in 
which the surgeon’s determination to cure all his patients by the removal 
of “the ouciform sac” is contrasted with the physician’s equally keen 
concentration on “stimulating the phagocytes”; a good-natured and most 
amusing take-off of Lane with his cure-all colectomy, and Wright with 
his opsonic index by which all immunity was measured, Between the 
two enthusiasts, and as a result of their antagonism, the patient in the 
play dies. And so will ours is we fail to give them what we know by 
observation and experiment to be the best. 

One of the conditions in which most fighting between physicians and 
surgeons has occurred is that of hemorrhage from a gastric or 
ulcer. The physicians claim good results from medical treatment, and 
with justice—the surgeons can produce statistics of almost exactly the 
same rate of cure by operation. The detached observer assesses the two 
sets of figures, and notices that the first hemorrhage seldom proves fatal, 
the second sometimes, and the third almost always. The physician should 
treat the case at first, but must be prepared to hand it at once to the 
surgeon if a second hemorrhage occurs. As I once wrote—a view which 
I am prepared to maintain today—“if I were to bleed from an ulcer, I 
should like to be treated by a physician who is proud of the successes of 
his surgical colleague.” Can we find many such? If such a physician 
is to be found, surely the ranks of a Christian Medical Association is 
where we should look for him. For in this Association all we physicians 
—and surgeons, too, of like mind—are dedicated to do our work for 
God as we see Him through Jesus Christ. And work done for God 
must be the best we know; our view of our profession, in the eyes of 
Him who searches the heart, must be based on absolute sincerity, and 
objective truth, not on any desire to treat the case oneselfi—be one 
physician or surgeon—unless one knows for that particular case what is 
undoubtedly the proved best treatment. May God grant us all that 
humility in the face of nature and her secrets which is the greatest of 
all the Christian virtues—and which alone will enable us to do our 
research aright, and to allow it to lead us to fact, while on the personal 
side it directs us to the appreciation of our colleagues—and to their 
appreciation of ourselves for what we are, and not for what we assume 
ourselves to be. 

One of the ways in which we can preserve our own sense of pro- 
portion as well as giving our best to our patients, is by giving much of 
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our time and study to branches not our own. The surgeon must be 
something of a physician—not merely when he passes his M.B.,B.S., or 
M.R.CSS., or L.R.C.P., but all the time thereafter. 

The specialist must remain a general practitioner and study con- 
tinually the outlook of practitioners or he will degenerate into the treater 
of a part only and not of the whole. And in all branches of our art we 
are treating men and women and children, not merely ears or stomachs 
or lungs! On this point nothing can improve upon John Ryle’s words: 
“In practice we are in constant debt to specialist colleagues for the help 
and instruction which they give us. But, without a doubt, there can be 
too much specialism, and over-specialism, and a neglect of co-ordination 
and of what Bacon called, ‘universality’, and this neglect, I believe, ob- 
tains at present, not only in our own profession but in the scientific world 
at large.” Among a group of honored teachers I have been particularly 
grateful t two—the first a surgeon, and incidentally a Doctor of Medi- 
cine, with as keen an interest in the medical and pathological aspects of 
his surgical cases as any physician or pathologist could boast; the second 
a physician, a Fellow of both the Royal Colleges, who constantly taught 
by example the importance of ‘the general view’ and of close care and 
thoroughness in the routine examination of cases. And surely it is proper 
that every specialist, whether medical or surgical, should retain qualities 
appropriate to the naturalist, or physician. You may, it is evident, require 
devoted application and long practice to become an able cardiologist or 
aural surgeon, but in neither case can you afford to confine yourself too 
closely to the ‘part’ or to neglect that ‘whole’ which includes both your 
patient and the wider fields of human and medical experience. Con- 
versely, the general physician and the general practitioner can never afford 
to neglect the contribution of specialism. They should never presume, 
and, indeed, they are generally far too humble to presume, the possession 
of a medical omniscience. There is a facetious definition which states 
that the specialist is ‘one who knows more and more about less and less’, 
and the dilettante ‘one who knows less and less about more and more’. 
I would suggest that it is the proper endeavour of physicians and natural- 
ists to know ‘more and more about more and more’. Is the ambition too 
presumptuous? I believe not, if the task is entered upon with method 
and humility. 

It is extremely difficult to be humble. We all of us have an idea 
rooted in our minds that “we know best”. “If only he would let me do 
it, I know it would be better done than if he does it.” Most surgeons 
think that, at any rate about some side of their capacities, But it is a 
feeling that has got to be fought against with all the weapons of the 
spiritual warfare. As we get older, we get more experienced, though not 
always more efficient. And while we impart what we know to the 
generation that is succeeding ours, we must be prepared to give them a 
chance to get that experience which we found so essential in our own 
younger days. We older people must be prepared to stand aside and 
watch our younger colleagues make mistakes and through them develop 
that skill and judgment which personal experience alone can give. Only 
thus will there be true continuity and progress in our work and in the 
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work of Christian hospitals in India. Apart from the sayings of Christ, 
the greatest words ever said were said by John the Baptist; “He must 
increase, and I must decrease.” The coming generation must be given 
its chance, and allowed to develop. Let there be no criticism of younger 
doctors by older ones, except that personal, face-to-face pointing out of 
errors in the kindest, most definite, and yet most gentle way, which is 
true instruction. And let the younger ones, confident perhaps in their 
own skill, realize that older folk whose skill is failing do know a few 
things by their longer experience which entitle them to be respected. If 
we think of one another as hot-heads or as old fogys, we cannot be true 
colleagues unless we are prepared to tell each other good-naturedly what 
we think. And we must be prepared also to be told! All that is part 
of Christian humility—the only virtue besides love which will keep us 
from being critical or non-co-operative, which will make physician and 
surgeon true friends and colleagues. 

Let there be no misunderstanding, I should like to say that I have 
found little or none of this competitive spirit in either of the two Mission 
hospitals in which I have worked in India since 1922. But I know it 
occurs in some places, and I know that if it does occur it is bound to be 
bad for the patients, who cannot get the treatment which we as servants 
of Christ should give them, and to which they as children of God are 
entitled, It is more especially in the domain of abdominal surgery that 
the competition between medicine and surgery is apt to degenerate into 
a harmful thing. Gastric ulcer can be cured medically; duodenal ulcer 
cannot (it can be healed, but recurs in the same place). Gastric ulcer 
sometimes develops cancer, duodenal ulcer does not. Perforation and 
pyloric stenosis are absolute indications for surgery; hemorrhage can be 
treated medically until a second bleeding occurs, when operation is usually 
the only thing that can save life. Vagotomy can reduce the acidity to 
normal limits or below, and can be done with a mortality of 1%. But 
its late after-effects are at present unknown, Nothing else (except extensive 
gastrectomy or devascularization) will cure hyperacidity. Tubercular ulcera- 
tion, Crohn’s disease, and all malignancies require surgery and should be 
handed over to the surgeons at once. Tubercular enteritis, the dysenteries, 
gastritis, and functional stomach conditions should be given to the 
physicians. And so with such general rules in mind, cases can be allotted 
on admission to their various departments.’ But—and here is where 
some of us go wrong—we cannot put any case into a hard-and-fast 
category. A gastric ulcer being treated medically, which does not get on 
well, or shows continued bleeding or progressive loss of appetite must be 
suspected at once of being carcinomatous, and the surgeon must be called. 
A case of hyperchlorhydria—with or without an ulcer—which shows 
nervousness, and evidences of being highly strung, should not be operated 
upon, except by the permission of the physician who should have been 
called in to assess the prospects of operative cure and to advise on 
psychological therapy. Instances might be multiplied; but the fact remains 
that all Christian doctors are the servants of their patients for Christ’s 
sake; and the utmost co-operation should take place on all doubtful cases. 
Y am not suggesting that the surgeon should waste the physician’s time 
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by getting him to go over all the normal chests of his surgical cases, nor 


that the physician should call in the surgeon to consider decapsulation of 
large white kidneys or to see if he can find a ductus arteriosus to tie in 
all cases of mitral disease. But we are all one in Christ Jesus; it is in 
His name that we are to do our work, and it is on Him that it is to be 
done. This fact is perhaps not realized often enough by any of us. We 
may not know the names of our patients according to the things that are 
written on their charts—but we do know that the name of every single 
patient is JESUS CHRIST; for He said that what we do for the least of 
these His brethren, we do for Him. And with our Master lying in the 
bed awaiting from ws the very best that we can give Him, can we stand 
on our dignity as surgeon or physician? Can we treat Him with anything 
less than the very best we can do, after full assessment: of the case as a 
whole and of the probable effect of both medical, surgical and psycholo- 
gical or other treatment on his case? 

Let the doctors “of the world” and of material and selfish outlook, 
quarrel with one another and deny the patient the treatment which results 
from a considered and co-operative judgment—if they will. We, Servants 
of the GOD OF LOVE whom Christ revealed will, I trust, “By Love 
serve one another” as well as serve our patients. 


The Ophthalmic Department of the Mission Hospital’ 


Victor C. Ramso, M.D., Department of Ophthalmology, 
‘Christian Medical College, Vellore, and Christian Hospital, Mungeli 


Every general hospital with a general practitioner at its head ought 
to have an eye department with a doctor and a nurse trained in ophthal- 
mology. Perhaps one should go ahead and say that every general 
hospital also needs an ear, nose and throat department, and an X-ray 
department as well, or a prevention of diseases department. These are 
certainly things to be desired. In most of our hospitals, however, we have 
a doctor who stands alone in the medical job and must be all departments 
in one. That is the kind of hospital which I want to talk about—the 
kind which we actually find most’ commonly in India. This hospital has 
a physician and surgeon at its head and is doing good general work and 
witnessing to the power of God through Jesus Christ. Perhaps it would 
like to build up a department of ophthalmology but dare not even think 
about the possibility. 

All at once a man with a mature cataract comes into the hospital and 
there is nowhere that the patient may be sent. The surgeon proceeds to 
remove the cataract, Whatever method is used, the cataract is out and 
the patient sees again. He is given a plus ten pair of glasses and then 
goes down the road in amazement at the miracle of secing again. This 
situation happens many times, as more and more people come in the 

of regaining their sight. In a way an ophthalmic department of 
the hospital is functioning when the doctor takes the point of view toward 
eye diseases that something can be done. Taking out a cataract is some- 
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thing which anyone with a general knowledge of surgery can do. Why 


not? In Bombay in 1945 I met a padre from one of the deep Hi : 
hill stations who knew how to remove cataracts. He saw that people 
were blind. He could get no doctor to help him. Faced with the task 
of helping the blind, he went to a plains hospital of his mission and 
learned how to take out cataracts. He then went back to his post and 
in the Master’s name he restored sight to hundreds of blind eyes. “And 
do the patients see?” the padre was asked. He answered, “Of course, 
the patients see.” 

repeat that the ophthalmic department of any hospital is on its way 
when ophthalmology of any kind is attempted. And which hospital 
dispensary will not treat a conjunctivitis?) Actually in certain times of 
the year during an epidemic of acute contagious conjunctivitis there are 
scores of eyes to treat, and they are usually well treated. Teachers will 
say, “Half of our students are suffering from ‘eyes’. What shall we do?” 
In some of the Northern hospitals trachoma will send many patients to 
the hospital for relief of acute and chronic symptoms all the year round, 
And keratomalacia will be slipping in. The wise will treat all sick 
children with eyes unable to be opened except by a lid retractor with 
vitamin A injections. Sometimes a boy will be brought from some school 
nearby because of headaches or because he cannot see the blackboard. 
Again the ophthalmic cry is heard. Here it is more difficult, for the 
child may need glasses and there may be no one able to give glasses. 
Here, too, the general practitioner can extend mercy. Reaching for the 
test chart hanging up in a corner of the office, he may find that the child 
cannot have its sight measured at six meters but is able to count fingers 
only at three meters. A trial case with crossed cylinders and retinoscope 
will set the doctor up to deal with these patients. I do not mean to say 
that this work can be learned quickly, but I would emphasize that with- 
out these articles of equipment no start can be made. 

Perhaps a diabetic patient will come to the hospital and say that he 
cannot see very well, The doctor will then want to know whether the 
diabetic’s vessels have deteriorated or not. Will the practitioner then 
reach for his ophthalmoscope to ascertain whether or not there has been 
a macular degeneration, or will he not? In many cases he may not have 
an ophthalmoscope, or he may have one which is out of order, or he may 
not have one on hand. If this is the case, the job of finding the cause 
of the amblyopia will most assuredly be swallowed up in a multitude of 
other duties. 

In a one-doctor hospital what can be done to make eye disease 2 
part of the general work? First, have a flashlight (torch) and an ophthal- 
moscope handy. On your examination tray which is at your side whether 
in the examining room or on bedside sounds, you already have a sphygmo- 
manometer, a reflex hammer and other things that are needed for general 
examinations. Add a torch and an ophthalmoscope. But even without 
a torch and ophthalmoscope you can ask and notice whether a patient 
sees. Have him count fingers, which you have readily at hand, at a few 
big: yards (to make up the 39 inches of a meter). This will tell you 
whether the second nerve is functioning. . If his eyes: go well up, ‘well 
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down, and well in toward the nose, his third is all right. If his individual 
eye goes down well and it is looking nasally, his fourth is all right. If 
he is sensitive to touch around the eyes and if he winks when you touch 
the eye lashes his fifth is functioning. If he can look well laterally his 
sixth is all right. If he can close his eyes well, his seventh to the eyes 1s 
all right. With the torch you can see the conjunctiva, the cornea (from 
the side, please, so that you can see better and so that the patient is not 
struck with the glare of a centrally-flashed light). You can see the pupil 
and its reactions (one at a time for the pupils, so that you will not get 
a reaction from a possible blind eye, making you think that the blind 
eye sees when it is only the concomitant reaction from light in the better 
eye). You can get the fields too, one eye at a time. Take the focusing 
arrangement off the torch, leaving a bare light bulb, Then, making the 
patient cover his left eye, you close your right eye. Place your face 60 cm. 
from the patient’s face. Ask the patient to fix his right eye on your 
left eye, and you look with your left eye at the patient's right eye. Put 
the light at arm's length laterally and up. Bring it towards the centre of 
both of your pupils. Compare the position of the light when seen by 
the patient with the position of the light when seen by you for the first 
time. Repeat this procedure laterally and down, nasally and down, nasally 
and up, and you have the neurologic picture fairly well in hand. You 
can then know whether there are any blind sectional defects in the 
patient’s field or not. You will then pick up some early brain tumor 
cases for Dr. Jacob Chandy of the Christian Medical College, Vellore, 
to treat, thus saving some from blindness and some from death. 

The flashlight is now made to focus again and it; beam can be made 
to go a little more deeply into the eye, and the cataract is either seen 
or not seen, as the case may be. One must not mistake sclerosis of the 
lens for cataract. Now reach for the ophthalmoscope. Turn in a plus 
ten lens and see what is visible, the front of the eye. Get off about ten 
centimeters and look with a plus eight lens. You may be surprised to 
see black spots of opacities of the cornea which you missed with the 
direct flashlight. You may see lens opacities and even vitreous floaters, 
which you cannot see with the direct light of the flashlight. Then turn 
in different lens numbers (if your patient has had a good cataract opera- 
tion you may see the fundus even with a plus ten lens). When you have 
the right lens in, you see the wonderful fundus and you have information 
that is really needed about every patient. You can say that he is a good 
risk for surgery or that he is a fair risk for surgery or that he is a poor 
risk for surgery. You may say that he does or does not have arterial 
sclerosis, that he does or does not have changes in his vessel which 
accompany hypertension, or that he does or does not have diabetic changes. 
You may also diagnose whether or not there is optic neuritis, or whether 
there is choking of the disc, suggesting brain tumor, or whether there is 
cupping of the disc which indicates glaucoma. These are important things 
for a medical or surgical person to know. ; 


Every hospital should pick up glauconia, ‘This can be done by 
feeling the eye as you would any cyst to see how tight it is. The 
tension of a possible glaucomatous eye can be determined by feeling a 
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few known normal eyes, which are always available and then seeing if 
the patient’s eye has a higher tension than the normal eyes examined. 
We now come to the necessity of every hospital's having a tenometer. 
This instrument can tell you exactly what you are dealing with, for the 
finger test is not absolutely trustworthy. 

We have seen that to have a diagnostic ability for most eye diseases 
one needs but a few things, most of which are at hand already, such as 
fingers, a torch, one’s own eyes, and a desire to use the eyes for dete:- 
mining the whole picture of the patient’s medical condition, You may 
have already or you may have to order an ophthalmoscope, with battery 
handle and a tenometer. You will probably have on hand a corneal 
anaesthetic, such as cocaire, or better, pontocaine; a dilator of the pupil 
for examination of the fundus with the ophthalmoscope or examination of 
the lens with the torch; a myotic, such as pilocarpine, for cases of glaucoma. 
Remember not to use homatropine for glaucoma! 

Having considered the necessity and desire for the help which oph- 
thalmic diagnosis can give the patient, let us consider the further step of 
helping those who cannot see without glasses. A trial case of lenses, a 
trial frame, and a retinoscopic head to the battery handle already present 
with your ophthalmoscope will be necessary before refraction is under- 
taken. A 20 foot alley between the patient and the chart which is used 
for examination is the room qualification. 

Someone of the general hospital staff should go to an established 
clinic and spend some time in learning refraction. I learned with a book 
and children as patients. Children are often keen and will help the 
doctor a great deal by correct answers to tests with different lenses. And 
they will also try the soul with the wrong answers. But I have never 
had a child complain that the examination took too long. They will 
give all they can to help us get their right correction for glasses. 

Or, if you have someone who is keen with his wits and his hands, 
you might send such a person, even though not a doctor, to learn refrac- 
tion. There is, I am sure, much room for the refractionist in an eye 
clinic working under a doctor. Of course, one faces the possibility that 
such a person who has received training may leave to set up private 
practice and may call himself an eye doctor or optician. This eventuality 
has to be faced in training anyone. 

It is better, I think, to send some doctor who has had practice in 
general medicine and surgery to specialize in ophthalmology. Six months 
at first and then the course at one of our medical colleges for one of ‘the 
recognized degrees. This may be followed later with a trip and study 
leading to the London degree or the American Board of Ophthalmology 
certificate. The equipment will now require a slit-lamp microscope, a 
perimeter, sets of prisms, and various other articles, such as tests for color 
blindness, etc. 

One other possibility for service, open to, all hospitals, is the distribu- 
tion of glasses in India given for those who need help in seeing and who 
in the ordinary course of events could not afford to have them. Laubach 
strongly recommends the use of glasses in helping the campaign for 
literacy among the masses. Presbyopia is somethiag that is coming on 
every Indian who attains 40 years of age and every Westerner at 45 
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years of age. (Twice I have been able to help cooks who because of 
presbyopia could not tell the difference between a currant and a fly in 
the pudding.) : 

It would be wrong to think of the eye department of any hospital 
without mentioning the call of the elementary and other local schools 
for prevention of contagious conjunctivitis that schools are so subject 
to during certain times of the year. We have found that a drop or so 
of half per cent zinc sulfate and 3°, boric acid in watery solution put in 
the eyes of every student every day during an epidemic will prevent any 
further extension of the disease and will clear up those who have the 
infection when the drops are used three times a day. 

One must also remember the duty we have to the community and 
the village children with poor vision due to refractive errors. A group of 
nurses, who might be released for eye work one or two hours on several 
days, could in that time screen out with the distant Snellen’s chart those 
children with poor vision in every school group. Even if nothing is 
done for the children beyond telling the teacher that certain pupils have 
poor vision, a distinct service would be given. Then the teacher can 
put those with poor vision on the front seats so that they can see the 
blackboard, 

I would be in error not to mention the taking of ophthalmic relief 
to the villages through mobile eye hospitals. This has been done in 
Mungeli and Tilda in the Central Provinces for many years and now 
in Vellore at the Christian Medical College a team goes out into a new 
viilage every two weeks and operates on from 30 to 100 eyes for cataract 
and other eye diseases. This is a possibility for every hospital if a long- 
term view is taken and plans made for step by step progress. Ophthalmic 
surgery can be done in the village and done well. The doing of numbers 
of operations in a day requires ophthalmic training both for the doctors 
and for the nurses. The Ophthalmic Department at Vellore, co-operating 
with the Christian Hospital, Mungeli, are considering starting a 6 to 9 
month training course for ophthalmic sister and brother tutors. I would 
like to ask if any training school or hospital would like to send sister or 
brother nurses for training in such a course. It would help in making 
arrangements if it was known that there were graduate nursing candidates 
ready for Ophthalmic Nurses Training. 

Ophthalmology is not an impossibility for the general hospital if its 
introduction is undertaken in the steps which I have outlined, Its diag- 
nostic value is evident, and its practical results are far-reaching. I know 
from my own experience how powerfully it can witness to the love of 
Christ and the glory of God in the lives of men, women and children. 


ADDRESS OF SECRETARIES DURING HILL SEASON 


Miss Alice Clark from May | to June 30 
* Brooklands’, Coonoor, Nilgiris 


Dr. E. W. Wilder, May 1 to June 10 
*Clavarack’, Kodaikanal, S, India 
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EDITORIAL COMMENT 


MANAGEMENT OF TETANUS 


Tetanus is a disease that is almost entirely preventable by the universal 
use of tetanus toxoid prophylactically when supplemented by a booster 
dose at the time of injury. The efficacy of this mode of prevention has 
been amply demonstrated in recent years by nearly complete absence of 
this infection in the protected personnel of the armed forces in various 
countries. Even in those instances where the time of injury is not known 
and the booster dose therefore not given, the type of tetanus, if it does 
develop, is usually mild and therefore of good prognosis. 

In those countries where immunization is — — ye trees 
practised there is still a surprisingly large num cases ing 
in the small segment of population that has not availed itself of the 
opportunities of prevention. The high incidence of tetanus in this country 
is well known as immunization is practised only in selected small portions 
of the population. Universal immunization will not be possible in the 
foreseeable future in India and therefore attention must be directed toward 
better methods of treatment. 

The prognosis in tetanus is influenced greatly by the severity of the 
infection which may be related to the dosage or perhaps even to the portal 
of entry. This is manifested by the rapidity with which symptoms 
develop after infection; it being accepted that the shorter the incubation 
period from infection to symptoms, the more severe the disease and the 
more seridus the prognosis. The vdriability in severity of infection 
makes appraisal of therapy extremely difficult as there is no satisfactory 
method of comparing results. 

Death in tetanus is due in most cases to one of two causes: either 
anoxia from severe, sustained tetanic spasm or pulmonary complications 
from retained secretions. The use of anti-tetanic serum is of debatable 
value as reliable statistics regarding its use are not available. In recent 
years attention has been directed toward controlling the spasms and 
preventing pulmonary complications as the patient will usually recover if 
these two objectives are attained during the first two weeks or so of the 
symptom stage of the disease and providing the patients’ general condition 
and nutrition can be maintained during the period. 

In order to control the tetanic spasms sedation has to be used. The 
amount of sedation necessary for control is dangerously near the dosage 
that produces marked respiratory depression and thus increases the pro- 
bability of pulmonary complications. Practically every sedative type of 
drug has been tried but a satisfactory agent or combination of agents has 
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not been found as yet. One of the barbiturate drugs supplemented with 
paraldehyde is only partially effective. The long lasting drugs such as 
ether by rectum or tribromocthanol (avertin) can be used to depress the 
general level of reaction but if pushed to the point of stepping the 
spasms requires almost a full anesthetic dose which cannot safely be 
maintained over long periods. 

It would seem that curare should be a suitable agent. I: has been 
used rather extensively, and although it is favored by some, the majority 
have not been satisfied as jt is difficult to achieve long lasting effects 
without producing respiratory paralysis. 

Godman and Adriani* have recently reported their results using 
several of the newer drug combinations. Procaine intravenously because 
of its beneficial effect in some other conditions associated with muscle 
spasm, has been tried in tetanus. This drug given into the blcod stream 
acts centrally as a stimulant but it diminishes the action of the peripheral 
nerve endings. It therefore is used in combination with a drug producing 
central nervous system depression. The barbiturates have long been known 
to raise the threshold of sensitivity to procaine and cocaine, thus it is a 
good drug to use in combination with intravenous procajne therapy in 
the treatment of tetanus. The above mentioned investigators found 
that o*t gram of procaine in 01°, solution given intravenously 
would control the spasms temporarily but often had to be supplemented 
by thiopental sodium (pentothal) to control the hyperexcitability o1 rest- 
lessness of the patient. There were 5 fatal cases out of 25 treated with 
the combination of intravenous procaine and thiopental sodium or tri- 
bromoethanol. The combination of procaine and tribromoethanol was 
found somewhat superior to procaine and thiopental sodium as it caused 
less respiratory depression. 

Mephenesin is a curare-like compound that is reported to give muscular 
relaxation without producing intercostal paralysis. It has the further 
advantage of being effective when taken by the oral route. The use of — 
this drug has not been extensive enough to permit final evaluation but 
it has certain promising characteristics. At present mephenesin in com- 
bination with phenobarbital seems the most satisfactory in controlling 
muscle rigidity and spasm. 

Godman and Adriani stress another point in therapy that may be 
worthy of wider acceptance. As so many patients succumb to respiratory 
infection they advise routine tracheotomy in all cases except those of the 
mildest degree. This procedure might at first appear to be illogical as 
catheter suction of a tracheotomy is apt to invoke severe coughing even 
in the non-tetanic patient. Apparently however the stimulation of secre- 
tions in the nasopharynx that cannot be easily disposed of by swallowing 
is more of a hazard to the patient with tetanus than the stimulation of 
the trachea by catheter aspiration. It is of course well known that the 
act of swallowing is often the factor that precipitates a tetanus spasm. 
Aspiration through a tracheotomy is no doubt distinctly more effective 
in keeping the airway free and unobstructed than the feeble coughing 


* Godman, H. E. and Adriani, J. M Patients 
J.A.M.A.. 141; 754, 1949, 
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of a heavily sedated patient with tetanus. In the report referred to the 
best results were in a group of 25 cases treated by a combination of 
intravenous procaine and tribromoethanol or thiopental sodium. Of the 
5 fatal cases, two were due to pulmonary infection in patients in whom 
tracheotomies had not been done. In the treatment of the more severe 
degrees of tetanus it would seem that tracheotomy might be used more 
widely than is now the practice. 


MEDITATION 


Based on a sermon preached in the Christian Medical College Hospital, 
Vellore, January 1950 


“For we have not an high priest which cannot be touched with the 
feeling of our infirmities; but was in all points tempted iike as we are, 
yet without sin”—Hebrews 4:15. 

In reading through this epistle one is struck by the frequent use of 
the word “better”. The writer emphasizes the pre-eminence of Jesus 
Christ over the angels, over Melchisedec, over Abraham and over Moses. 
He compares the old and the new covenants and points out the superiority 
of the new. 

Under the old covenant there was no direct touch between God and 
man. The High Priest was placed between God’s Holiness and man’s 
sinfulness. To him, a man endowed with normal, fallible, human nature, 
the people came. Each one brought a burden of sin, sorrow, ignorance 
and distress and poured out their troubles to him. 

Putting ourselves in the place of the high priest we can imagine how 
impossible it must have been to remain sympathetic and understanding 
to the thousands and thousands of successive confessions of weakness, 
sin and foolishness. How soon he must have become moved and then 
hardened and how readily the people would detect it in his manner. 

What kind of feliowship could those people have felt with God? 
How remote, how impossible it must have seemed to them for Him to 
understand their feelings and their needs when they had to be passed 
on by one single human mediator with his human limitations. 

The veil of the temple was the symbol of separation of God and 
man-—no touch. 

Then came Jesus and the BETTER way. 

The veil of the temple was rent in twain from top to bottom. 

The New Covenant, the method of direct TOUCH between God 
and man began. 

Jesus was not only God. He was not only man. He was also the 
mediator between. He came as the Great High Priest. 

He knew just how deeply man’s sin offended the holiness and righte- 
ousness of God. No one could understand better than He the tragedy 
of human suffering, the seeming injustices of life, the foolishness and 
ignorance of mankind as seen from God’s standpoint. 

He had deliberately divested Himself of His heavenly power and 
glory and taken upon Himself the limitations of a man in order that He 
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might more perfectly share in mankind’s sorrows. He knew the meaning 
of poverty, hunger and homelessness; of the unkindness of others; of 
temptation—but yet was without sin. Thus He was the perfect contact 
between helpless, sin-burdened man and the strong and holy God. 

~The picture which each of the gospels leaves with us is of One who 
was intimately in contact with the folk around Him. He TOUCHED 
them. He shared their everyday experiences, the happy ones as well as 
the sad. He knew the struggles which many of them had to face in life. 
He was never too tired to listen as they told Him their troubles. He was 
never too busy and preoccupied with anything but that he had time to 
attend to the seemingly trivial needs of one or another. Only He could 
see to the depth of that particular personality and understand how teal, 
how frightening, how wearying were the burdens he or she was trying 
to carry. He was indeed touched by the feeling of their infirmities. 

In the first chapter of the Book of Revelations we are told that we, 
who have known the saving, healing, uplifting touch of Jesus in our 
lives, are in our turn made kings and priests unto Him. It is thus 
our responsibility to carry on His ministry and allow ourselves 
to be the means of contact between Him and our fellowmen. Our own 
human touch may be divinely inspired to change men’s lives and lift them 
up to Him. He uses us to introduce others to the joy and relief of 
having Him as their High Priest—as one in whom they can confide 
and one who understands, forgives and heals them of all their weaknesses. 

What is the significance of touch? Why is it so important? It 
is even closer than speech. The latter is a one-way contact. It involves 
a speaker and a hearer. Touch is a sensation which the subject and 
object may experience simultancously. We may try to express sympathy 
and understanding through speech but it is often the feelings expressed 
in a touch that hold a deeper place in the memory. 

A patient about to undergo an operation may be awed and impressed 
by the efficiency of the surgeon and the anesthetist, or by the array of 
instruments and the smell of ether, but these things will not give him 
anything like the confidence and reassurance that the grip of a sympathetic 
hand can give him. 

Touch however may become blunted. The constant use of rough 
tools or the handling of heavy, rough objects will lead to the development 
of callouses on the skin and the diminution in the acuteness of our touch 
sensibility. Conversely the constant practice and careful training of our 
touch sensibilities will develop them. 

It is the same with mental touch. The word sympathy expresses 
what we mean. Sympathy is derived from the Greek sym-pathos—to 
feel with. It involves a deliberate putting of one’s self in the same 
position as another and sharing their feelings. Just as the repeated con- 
tact with rough hard objects stimulates the development of callouses on 
our skin, so our mental skin becomes coarse and hard and our sensitivity 
dulled by the frequent and repeated contact with painful and distressing 
situations. We become callous. 

How easy it is for a doctor or nurse to become insensitive to the 
feelings of their patients. We forget too readily that we have the ad 
vantage of training and experience which they have not had. We become 
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ient with them, thinking them stupid. If we could only stop a 
seeming trivial and silly things constitute real causes of fear and unhappi- 
ness to them. Until we know the real meaning of sympathy we shall 
never be able to touch our patients in a way that is really going to help 
them. 


Fortunately our mental touch, our capacity to sympathise can be 

and made more sensitive: as we learn to love our fellowmen. 

When Jesus was called to the home of Mary and Martha in Bethany, 
He knew that they were in the grip of agony of bereavement. He also 
knew that the ultimate issue was going to be a happy one. Lazarus 
was soon to be restored to them. Jesus could have afforded to be bluff 
and hearty with them, or He could have scolded them for their lack of 
faith. Instead He put Himself in their position. He felt their sorrow 
with them and He wept. 

Let us make no mistake, if we really seek to put ourselves into the 
place of those who are suffering, we shall often be hurt and we shall find 
that real love and sympathy is not to be offered without a price. We 
shall have to pay that price out of our resources of spiritual and mental 
energy. But if we are willing to let ourselves be spent in this way we 
shall immediately begin to discover the truth that it is still Christ who 
is the effective High Priest and that we are really only His human agents 
through whom He reaches out to touch, to heal and to save our fellowmen, 

Christ is our source of love. He it is who makes us sensitive to the 
feelings of the infirmities of others and prevents us becoming callous. 
He finally is our infinite source of power by which we may replenish the 
spiritual and mental energy which we must be prepared to use in the 
service of Him who has made us His priests. Paut W. Brann, F.R.CS. 


AN APPEAL 


Dr. Yellapragada Subbarao, was one of the brightest sons of India. 
He has not been spared to us unfortunately to continue his very useful 
and valuable researches in medicine which revolutionised the understand- 
ing and treatment of some of the most refractory conditions and contri- 
buted greatly to the well-being of man. 

Yet very little is known to the public about Dr. Subbarao or his 
work and activities though the results of his investigations are well known 
to the medical profession. 

He was an Andhra, graduated in Medicine from the Madras Medical 
College and took his M.Sc. from the Madras University. He did his 
D.T.M. at the University of London and while at London he met the late 
Dr. Richard Strong, of the Harvard School of Tropical Medicine at whose 
instigation he went to the U.S.A. In U.S.A. he worked under the 
direction of Prof. Fisher, Professor of Bio-Chemistry at Harvard. His 
contributions in the field of research were varied and many, and are well 
known to the profession. His investigations helped the understanding of 
the mechanism of muscular contraction. His researches in the fractions of 
liver extracts led to a new approach to the study of cancer. His recent 
work led to the development of aureomycin another antibiotic. 
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The desire is but natural that such an illustrious name should never 
be forgotten by his countrymen. The Andhra Provincial Branch, Indian 
Medical Association therefore decided to commemorate his life by institut- 
ing a worthy memorial. It appeals to all the medical men and women of 
India through the Indian Medical Association to contribute their mite 
and help establish the memorial. This branch makes a special appeal 
to the numerous friends and admirers of Dr. Subbarao to take an active 
interest and collect contributions not only from the medical profession but 
from the general public as well. 

The contributions may be sent to the Honorary General Secretary, 
Andhra Provincial Branch, Indian Medical Association, Visakhapatnam 
or to the Andhra Bank, Visakhapatnam, to the credit of Dr. Y. Subbarao. 
Memorjal Fund, Andhra Provincial Branch, Indian Medical Association,. 
Visakhapatnam. 


ASSOCIATION NOTES 
ASSAM REGIONAL CONFERENCE 

The second Annual Conference of the Assam Area was held at the 
Christian Hospital, Jorhat on Nov. 23-25th, 1949. Dr. R. Arthur Hughes. 
ided and arrangements were made by the Area Secretary, Dr. O, W. 
ad. A representative group from Mission, Government and Tea 
Garden Hospitals were present some of them having travelled more than: 
200 miles by car or bus. Two papers each were presented by Dr. Ole 
Hagen of the WHO-BCG team in Assam and Dr. A. Gilroy of the Ross. 
Institute Laboratory; other clinical papers, case reports and demonstrations 
were given. Films from USIS and Imperial Chemical Industries were 
j through the kindness of the latter body. Dr. Drin Singh 
ynniewta was elected Chairman, and Dr. Mary Kirby Berry and Miss. 
F. Wood, Medical and Nursing Secretaries. The Conference closed with 
a stirring devotional address by Dr. H. Gordon Roberts. A full Report 

will be published later. 

OLIVER FUND 
Hospital Sunday Collections for Oliver Fund 
August 1st-—November 15th 
13- 8-49 Yellany, Yadagiri Talug, Deccan Per Dr. Rs. A. P. Rs. A. P. 
Sonna see «6 0 


0 
15- 8-49 London Mission Hospital, Jammalamadugu 
per Dr. E. P. Azariah ... 
27- 9-49 Church of Scotland Mission, Nasirabad per 
22-10-49 Devli Methodist Church, Santal Mission ... 300 
Sarenga Methodist Church, Santal Mission 
Bankura Methodist Church, Santal Mission 09 
_ 1799 3 7 
Previously Acknowledged _... ons 3,251 12 10 
Total... 3,431 0 0 
Amount in hand prior to Hospital Sunday 
453 0 1 
Less postage eee 2 te 9 
Handed over by Rev. J.S..M. Hooper... 450 3 4 
31-12-49 By Murray M Esq., through N.C.C. . 55 0 0 
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‘In accordance with Resolution VIII 4. of the Twelfth General Con- 
ference at Guntur and on the advice of the Inter-Mission Business Office, 
Bombay, the Treasurer has purchased Government Securities to the face 
value of Rs.8,400 as the investment of the major portion of this fund 
to date. 

HILL CONFERENCES 

The tentative dates for the Kodaikanal Hill Conference is May 22nd 
to 23rd. It is expected that the Medical Conference at Landour will be 
held about the middle of June in connection with the Audio-Visual 
Institute. 

The Nilgiris Hill Conference is tentatively set for Thursday, May 
25th at the Kotagiri Missionary Union Hall. 


ACCOUNTS OF THE BIENNIAL CONFERENCE 
(Twelfth General) 
Held at Guntur September 23rd—25th 1949 
Receipts 
Registration Fees 


At Guntur 
At Ongole __... 
From Nurses Auxiliary 


P. 
0 
0 
0 
0 
0 


Rs, a. 
225 0 0 Wesley Press ... io oe 
9 6 0 Refund Registration ose 20 
Communications 
Telegrams Skinner... 5 8 
Cancellation of Reserva- 
| 
Services College Staff ... 15 0 0 
Total ... 276 6 0 Total ... 276 6 0 ] 
Sd, B. E. 
E. W. Witper 
NEWS NOTES 
Dr. A. D. Iliff, O.B.E. has returned from furlough to the Mission _- 
Hospital at Bannu, N.W.F.P. : 
Dr. W. Wells Thoms of the Arabian Mission has returned from fur- : 
lough to the Mission Hospital in Muscat, Persian Gulf. , a 
Dr. A. A. Brash of St. Margaret's Hospital, Poona has been loaned 
to the Women’s Christian Medical College at Ludhiana for six months. 
Mr. and Mrs. N. D. Crampton, Pharmacist and Sister have recently 
joined the staff at Ludhiana. 
Dr. (Mrs.) S. P. Ghadge (Susan Chandekar) is now at the Mission 
Hospital Sankeshwar, Belgaum Dist. 
Dr. P. N. Mathew is at the Thomas Emery Hospital, Moradabad, U.P. 
Dr. Helen Sharp of Jubar Sanatorium is on furlough in Granville, 
Ohio, U.S.A. | 
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Dr. Muriel Loechnen who has recently joined the Association from 
Bethel Hospital, Vuyyuru is now at the Christian Medical College, Vellore. 

Dr. (Mrs.) B. More of Nagpur has moved to Church House, Wardha. 

Dr. (Mrs.)B. E. Nilkanth formerly of Hoshangabad is now at Sudan 
Nagri, Wardha. 

Dr, Annie Silas formerly of Osmanabad is now at the Thungabadra 
Project, Munirabad. 

Dr, Grace Periyan formerly of the Irish Mission Hospital, Borsad is 
now Mrs. Grace John, and has become one of our Burma members with 
address c/o Mr. C. E. John, Auditor General's Office, Rangoon. 

Dr. D. L. Graham of the Christian Medical College, Vellore is on 
furlough. 

Mr. J. Moody, a dentist of Victoria, Australia has sailed to join the 
staff of the Christian Medical College, Vellore. 

Dr. Dorothy Jefferson of Vellore and formerly Associate Editor of the 
Journal is extending her furlough by one year to do Research Work. 

Dr. G. G. Crozier, formerly of Assam and now retired at 228 Yankee 
Road, Middletown, Ohio was the honoured guest at a testimonial dinner 
given at Ann Arbor last June by students and others at Michigan Univer- 
sity. 68 persons gathered on that occasion, heard of the formation of 
the Y.M.C.A. group during Dr. Crozier’s student days, twelve of whom 
served more than 40 years in Mission lands. Dr. Crozier himself served 
for 49 years with the Americaij Baptist Mission and later the Mid Mission 
in Assam. 

We hear with regret that Dr. Winifred Bailey of St. Margaret's 
Hospital Poona, has proceeded Home because of an attack of Anterior 
Poliomyelitis. We understand that the prognosis for her recovery is 
good although considerable time may be necessary for this. 

The donations for Christian Medical Work in India following the 
B.B.C, Radio Appeal are reported as £7,060, together with a gift of 
£15 per annum to Vellore. 

On Dec. 10, 1949 the Deputy Commissioner of Gurdaspur opened 
the new Out-Patient Department of the Salvation Army, Macrobert Hos- 
pital at Dhariwal, Punjab. 

The Superintendent of the Vadathorasalur Leprosy Home, Miss E. 
Lillelund writes of the opening of the newly built Hospital Unit by Col. 
S. L. Bhatia, Surgeon-General of Madras, on Nov. 9, 1949. After prayer 
by Dr. Annaswamy Rao and Scripture Reading by Rev. Chinna David, 
Rev. H. V. Shepherd of Vellore spoke emphasizing the intimate relation- 
ship of body, mind and soul, and the necessity for the regard of all three 
in the treatment of disease. He then offered the prayer of dedication. 
Rev. C. Bindslev brought greetings from the Mission. 

Miss Lillelund then told how the Rs. 70,000 spent on the building 
had been given by the Mission to Lepers much of it contributed by people 
in Britain at the time of the “blitz”. 

Col. Bhatia commented on the great need for the treatment of leprosy 
and commended the institution for the work it was doing. After opening 
the Hospital unit there was an inspection of it followed by light refresh- 
ments. 
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Unveiling of the Corner Stone for the New Hospital at Jowai. 

His Excellency, C. Rajagopalachari, last Governor-Cieneral of India, 
on Noy. 28th at Shillong unveiled the cornerstone of the new Hospital 
which is to be erected at Jowai. On his arrival His Excellency was 
introduced to the Staff and went through the Hospital being particularly 
interested in the X-ray and in the different tribal and racial groups 
represented among the patients. In the meantime the guests, gathered 
in the open terrace, had been entertained by the singing of the Lushai 
Choir amplified by the public address system of the Travelling Dispensary 
which was parked there. 

On leaving the Hospital His Excellency inspected the Travelling 
Dispensary and was introduced to the distinguished guests. The ceremony 
began with the singing of Charles Wesley’s “From Thee all Skill and 
Science Flow.”” Following the Reading of Scripture by the Moderator 
of the Synod and Prayer by the Moderator of the Presbyterian Assembly, 
addresses were presented by Dr. R. Arthur Hughes, Senior Medical Officer 
of the Mission and in charge of the Hospital at Shillong where the cere- 
mony took place, and by Dr. H. Gordon Roberts, retired Senior Medical 
Officer and now Superintendent in charge of the building of the new 
Hospital at Jowai, 30 miles distant. 

His Excellency the Governor-General then addressed the assembly 
and unveiled the Stone which H.E. the Governor of Assam undertook 
to lay at the site of the Jowai Hospital. The function closed with the singing 
of “These things shall be, a Loftier Race.” 

In his address Dr. Hughes stressed the fact that Wales from which 
missionaries came a century ago was smaller in area than the Khasi Hill 
in which its work was carried on. He spoke with appreciation of the 
fact that the Church in this area is now autonomous. He proceeded to 
describe the work carried on by the Hospital in Shillong and of the 
training there of nurses, the need of the surrounding villages and the 
work of the Travelling Dispensary. 

‘Dr. Gordon Roberts gave the history of the founding of the Hospital 
Work at Jowai in 1887, the vicissitudes through which it has passed and 
the need for a new Hospital. Had the new motor road linking Shillong 
and Jowai been completed they would have liked His Excellency to go 
there himself, but as a substitute the stone was being unveiled here. He 
said “Our purpose as Medical Missionaries has been the carrying out of 
Christ’s command to preach the Gospel and ‘heal the sick’, We feel\that 
purely secular medical work must always differ from that undertaken in 
a religious atmosphere for we believe that most people are desirous of 
spiritual comfort and consolation especially during sickness.” 

As quoted from P.T.I—Reuter, His Excellency said “The Governor- 
General can lay a foundation stone quite easily but we require most 
sincere and earnest endeavour on the part of good, honest, industrious 
workers like Dr. Hughes, Dr. Roberts and Miss Bullock and others to 
raise the building and start work and thereafter, earnest and untiring 
services of doctors and nurses all the time until the good day dawns, 
when according to the hymns sung, we shall require no more doctors and 
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nurses but be directly looked after by the Ruler of All. ... No words 
are adequate to express our gratitude for the untiring and unostentatious 
services of religious boclies who are not satisfied with the singing of 
hymns or with uttering formulae of religion but get down to work among 
the people in a manner in which this church has worked in Assam. . . . 
I am not sorry at my not being able to go to Jowai and lay this slab 
there permanently ... but I am glad that the building will soon be 
ready and I promise: on behalf of my successor that he will go to Jowai 
and open the building if Dr. Hughes and Dr. Roberts will invite him.” 

The Governor-General then spoke at length on the value of nursing 
and the need for nurses saying that had he not taken up his present 
profession he would like to have been born a woman and a nurse. Con- 
cluding he said “Religion and medical relief are intimately connected 
with one another. I quite agree with Dr. Hughes when he said that 
medical relief given on the background of religion is different from the 
relief given without religion. Consolation is essential for the patient 
when he is sick and in pain. I would add no cure works unless there is 
faith behind that process. After all, cure is not a chemical operation. It 
is intimately connected with the mind. I am not one of those who believe 
that faith alone can cure. We want doctors and surgical instruments and 
chloroform and medicines, but without faith and without religion it is 
very difficult to cure.” 

CHINA NEWS 


The October number of the Occasjonal Leaflets cf the Council on 
Christian Medical Work of the China Medical Association was received 
in December. The leading article is a review by Everett E. Murray of 
the extensive medical work carried on in China by the Board of the 
Presbyterian Church of North America. Most of the hospitals were 
carried on by national staff during the last war. Some of them were 
restafled by workers from the West and in part refitted only 
to be overwhelmed by the advance of the Communist Armies. In the 
case of some there is no definite information since the beginning of the 
last War. At Weihsien after Communist occupation it js understood 
that the bed capacity of the hospital has been doubled and the nursing 
staff correspondingly increased. Cheeloo Medical School was transferred 
from Shantung to Foochow but is now under the People’s Government. 

Dr. Flowers, the former Secretary contributes an article on “A 
Strategy for Christian Medical Work in China” in which rural needs are 
stressed. Dr. K. C. Wong, Executive Secretary has a brief summary of 
statistics to the extent that they were available in Dec. 1948. At that 
time approximately one-third of the 300 listed Christian Hospitals had 
been closed. At that, however, they still formed nearly 20° of the 
total number of hospitals in the country and their 18,523 beds comprised 
slightly more than one-third of the total number of beds. The following 
educational figures are interesting: 


Medical Schools 
Nursing Schools... 
Pharmacy Schools ... 
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Early in January a letter from Dr. K. C. Wong was received bearing 
the date of November 23rd, 1949. Excerpts are given below. 

It has been a long time since 1 wrote you last and tremendous changes 
have taken place during this period. We have now a People’s Govern- 
ment under the direction of the Communist Party, I am glad to say that 
‘so far there has not been much interference with Christian medical work. 
The hospitals and schools are carrying on but greatly handicapped through 
financial difficulties and depletion of medicine stocks. It will be a pro- 
blem to replenish these supplies in future. 

There are many good things to say for the new Government. The 
discipline of the soldiers is excellent; the devotion, integrity and spirit 
of service of the officials fills one with admiration—a striking contrast 
with the old corrupt regime. In the medical field they are trying to 
solve the problem of the rural areas by the mass production of low gtade 
doctors. Two types of medical schools are planned—one of four years 
course for the training of ordinary doctors, the other of higher grade for 
training of teachers and research workers. The ultimate object is for 
state medicine. 

Dr. Outerbridge is still in Shanghai. the 
China Inland Mission Nursing Home for the time being. 
to convey his best regards to you.” 


SECRETARIAL NOTES 
PROVINCE OF TRIBES AND TONGUES; VISIT TO ASSAM 


Leaving Nagpur on the evening of the 13th of November I spent 
Monday the 14th in Bilaspur in conference with Drs. Sukhnandan and 
Bonham and Rev. T. N. Hill on Sanatorium matters. After a meal of 
venison, left by the mail for Calcutta. Next morning a Travelling Ticket 
Inspector who had been on the fatal train showed us where the derail- 
ment of the Mail a month before had taken place. 


Gauhati, November 15th. 

I enjoyed the early morning drive to Dum Dum and at 
were on the plane for Gauhati. The plane was as 
the visibility was good although not sufficiently good to be 
saw the Himalayan snows. We travelled over the well sana 
plain and then over the hills. Two hours later we descended over a 
countryside which reminded me of Travancore; small thatched houses, 
each with its little garden enclosed in wicket fences. As we lost altitude 
I began to look for the airstrip but saw no signs of any and we finally 
swept down onto a grassy strip with bamboo thickets on each side. 
However it was the airport all right and the grass was growing through 
perforated metal strips securely anchored with stakes which covered the 
landing ground. I was told that during the rains the strip is often 
submerged. 

As we drove in by bus I was interested in the houses which reminded 
me much of the Philippines. The walls were of canes plastered with mud 
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often on a concrete or masonry base. The roofs were of thatch, corrugated) 
I came to understand that the reasons for this 

type of construction were economy and the prevalence of earthquakes. 
und that many of the two storey houses had the frame 

iron or timber uprights set on, rather than in stone or 

i familiar: golden paddy fields 

and streams or pools where fisherman had rigged wicker traps or where 
deep wielding their nets. For some reason however 


As we sped past the railway junction of Pandu and entered Gauhati 
we saw the broad expanse of the Bramaputra with long boats and an 
occasional river steamer tied up along the banks. The Air Office was 
next door to the Baptist Mission compound which contained the attractive 
little church, bungalows and student hostels. The Hospital was on another 
compound about a mile away and I was soon being welcomed by Dr. 

Kirby Berry and her husband, a former Major in the Malaria 
Control Division of the U.S. Army. At the lunch table were Miss 
Marvin, the Nursing Superintendent and Miss Jones, on loan from the 
Australia Baptist Mission. 

After lunch I went with Dr. Kirby to visit the Hospital. 
This is located in a good sized compound adjoining a back water from 
the river and is shared with the Girls’ School and hostel. This had 
previously been a 25-bed hospital or women. During the War the U.S. 
‘Army came in adding buildings to accommodate Army personnel and 
sharing the Theatre with the Women’s Section. After the War the 
Mission took advantage of the opportunity to purchase the Army section 
thereby securing much valuable and useful furnishings and equipment 
together with the buildings which increase the capacity to 100 beds but 
are of a temporary nature. The Hospital is of the cane and mud construc- 
tion on a masonry base and was neat but crowded, All the beds were 
excellent army metal ones but some of the other furniture was wooden. 

As Dr. Kirby was called away to see a patient I was introduced to 
Dr. Lao Tin Poh, M.R.C.S.,L.R.C.P., who showed me a number of 
cases of Kala Azar, one of the scourges of the ‘Assam Plains. I was im- 
pressed by Dr. Lao's professional keenness and his humour; shortly after 
we were mecting his charming wife at tea. After an early supper I went 
over with the Doctor and Sisters to the Nurses’ weekly meeting. I had 
been struck since arrival with the different aspect of the people and this 
group of nurses I was told contained Assamese, Burmese, Bengalis,. 
together with many from the Hill Tribes, Khasis, Lushai’s and Nagas 
of whom I was to hear so much later. Because of the many different 
languages the teaching is in English. Here for the first time also I 
experienced the singing of the Assamese of which I had previously heard, 
as the girls turned out a beautiful four-part chorus on the first hymn. 

This was the Hospital where Dr. Alice Randall laboured for so long 
and I spoke to the girls of my acquaintance with her last summer im 
Kodai and of the country and people where she was now working. The 
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: the goats looked funny until I realised that they were built far closer to 
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next morning before cight I was visiting the crowded Nurses Hostel and 
the rest of the Hospital with the Doctor. It was interesting to find the 
Nurses kitchen and dining room connected with the Hospital rather than 
the Hostel, but I was told that in the long rainy season it is much more 
convenient for nurses on, or going to and from duty. By a door was a 
pile of broad brimmed, conical-crowned coolie hats ready for the nurses 
as protection against the rains. We saw the remaining wards of the hospital, 
the X-ray and laboratory and then visited the new out-patient department 
years. 

We then climbed into the car, went into the town and visited the 
All India Blind Relief Society's Eye Clinic, This Clinic which goes from 
city to city was spending about ten days in Gauhati. The surgeon unfor- 
tunately was out visiting a patient but the Manager told us something of 
the work, supplied us with literature, told us of the lectures given, and 
showed us his lantern slides. We then saw the groups of patients operated 
on the previous days lying in rooms of the building that had been loaned 
them for the use of the Clinic. Dr. Kirby had loaned two of her nurses 
to help the compounder who belonged to the team and they were busily 
preparing dressings before the operating began. 

The rest of the morning was spent in discussing hospital problems 
and looking over the plans for remodelling the hospital with no increase 
in bed capacity but in order to make it more permanent, compact and 
easy of operation. I studied the sketch plan for the remodelled hospital 
with its numbered rooms, the key to them and the red-inked names of 
the projects for which the money was already raised or donated. 
I was struck by three things which I later found to be characteristic 
of the larger hospitals in Assam. There is little sex discrimination; 
both sexes are willing to be treated by either sex. The Hospital 
at Shillong with an active maternity service is staffed entirely by 
men. The Hospital supplies food to practically all patients at cost; very 
few have food brought in to them and there is no provision or call for 
patients’ families cooking on the premises. There is great use made of 
the telephone and of trunk calls. Shillong calls up Jorhat 230 miles 
away to tell them my change in plans, and Jorhat calls Gauhati 200 
miles away to send up a package I left. 

Lunch finished, I had to scramble to get packed and into the beauti- 
ful Chevrolet bearing the Rhinoceros emblem of the Assam Provincial 
Transport to take me to the bus station for the 60 miles trip to Shillong. 
Imagine my surprise when I found I was to make the trip not by bus 
but in the car that had called for me. To be sure I looked somewhat 
askance at my Sikh driver having experience of the taxi drivers of Calcutta 
but he proved a most careful driver not only in limiting his speed to 
under 30 but also in the way he nursed his engine. 

Soon we were off through the stretches of paddy fields and of the 
orange groves of the Government Citrus farm, I was interested in the 
varied types of people ranging from the round, flat faced mongolian type, 
through gradations resembling the Gurkha and Nepali types to the leather 
faced, straggly haired individuals with features of the aboriginal. In 
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this region burdens were no longer carried upon the head but on the 
back suspended in a sling of blankets secured about the shoulder or in 

Soon we arrived at the first traffic and checked in. By the road 
was a board informing us that the tr along the next stretch would be 
“up”. The ghat was reminiscent of the Kodaikanal ghat but 
in general it was better laid out. I found to my surprise that traffic was 
fully. timed and controlled to move in only one direction. At about 2.10 
we passed through the open “up” gate of the next check post past the 
line of cars, buses and lorries lined up before the closed “down” gate 
and took our place in the line behind the closed gate barring further 
traffic: up. At 2:30 the gong rang, the gate was raised and we statted 
on our last lap. 

At 4:15 we got into Shillong, Hill Station and Seat of the Provincial 
Government. Dr, Hughes of the Welsh mission was waiting for me 
and whisked me up hill and down dale through the narrow, curving, 
traffic-filled streets to the Sisters’ Bungalow. After a quick change into 
warmer clothes I was conducted to the home of Rev. and Mrs. Thomas 
Griffiths for a high tea around the cosy coal fire in the grate. Griffiths 
is acting as Lay Secretary of the Hospital. Here I met Sjsters Owen 
and Parker and the veteran Dr. and Mrs. H. Gordon Roberts, Dr. 
Roberts, who built the Shillong Hospital and laboured there for many 
years retired for reasons of health four years ago. He has now returned 
to supervise the building of the Hospital at Jowai. The remainder 
of the afternoon and evening were spent with Dr. Roberts and Dr. Hughes 
and later with the latter and Sister Owen as I tried to get a better idea 
of the Hospital situation. Finally I climbed into bed under three blankets 
and with a welcome hot water bag. During my stay temperatures varied 
between 68 maximum and 46 minimum. 

I was up in time the next morning but failed to go outside, thereby 
missing my chance to see the Himalayan snows. All succeeding mornings 
were too hazy. After breakfast, I busied myself with correspondence 
while waiting for Dr. Hughes to take me over the Hospital. Finally 
came Dr. Roberts and we started out. It was thrilling to hear from his 
own lips of his arrival in 1914, of his almost immediate absorption into 
war work acting as Civil Surgeon and Consultant to the Military, of his 
finding the existing Hospital building riddled with white ants and starting 
to rebuild. We stood in the pavilion or waiting room on the terrace 
above the private rooms and looked down the valley toward the Himalayas, 
then descended to visit the rooms. Here as elsewhere in the hospital 
the lower portion of all walls was white tiles. The rooms were comfortable 
and each group was supplied with adequate store and service rooms. 

Next we visited the 20’ square mechanic shop with its Khasi foreman, 
at the moment rewinding an armature. Varied castings, valves and pieces 
of furniture lay about. With its electric welding and electro-plating 
equipment this shop not only manages most of the hospital repairs but 
makes much of its furniture, thus vitally affecting the hospital economy. 
Thence we went down to the lowest terrace of the Hospital. On the 
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slopes which stretch down from here to the road Mr. Griffiths is experi- 
menting with crops and raising food for the Hospital. Here, too, Dr. 
Hughes hopes with him to set up a village demonstration centre with 
model housing sanitation and hygiene. On this lower terrace was the 
large laundry building with its electric irons, drying cabinet and steam 
and electric washing machines. The big hand wringer, however, is soon 
to be replaced by an hydro-extractor already in transit. Up we climbed 
to the boiler room to see the large boiler and its smaller auxiliary and to 
learn that a companion for the big boiler is also on the way. From the 
boiler room condenser pipes ran to the large water tanks heating water 
for the hospital and bungalows, while the steam itself was piped to the 
sterilisers and the kitchen. The latter is a room smaller than many 
hospital kitchens. Within it stood a steam cooker with its copper lidded 
caldrons set in their cast stee] containers through which live steam is led 
under pressure, cooking rapidly and well. Nearby was a small mobile 
crane. When the food was done the clamps were removed and the lid 
taken off, hooks from the crane grasped the heavy caldron and it was 
lifted free of its container and then tilted so as to pour into the serving 
dish. This availability of steam adds greatly to the efficiency of the 
Hospital and fortunately coal is readily available. The hospital ool 
bill is Rs. 14,000 annually. 

We walked through the light, airy and uncrowded wards and I was 
reminded of Neyyoor when I saw the numbers of brass tablets bearing 
the names of churches and other organisations which supported the ca 
Not a few bore names which defied pronunciation except by a Welshman. 
But just as we left one of the men’s wards a tablet caught my eye 
bearing the inscription: “In Memory of a Jewish Boy who gave his life 
in Palestine fighting for Israel.” It seems that a Jewish War Correspondent 
with the American Army visited the Hospital and was impressed with 
what he saw. On his return he lectured and broadcast his experiences 
with the result that some Jewish father in America has been maintaining 
this bed. I read it again and thought of another Jewish lad who grew 
up to lay down His life in Palestine, not alone for Israel but for all 
peoples for all time. How pleased He must be at this tablet in the 
Hospital which ministers in His name. 

After lunch Hughes and | put in another session. By this time I was 
beginning to get an idea of the Assam Hill Tribes, of their multiplicity, 
their varied tongues, their tribal consciousness and the large proportion of 
them who had become Christian. As I had walked about the wards of 
the Hospital I had tried to spot the different types, but my guesses were 
usually wrong. Shillong itself is in the Khasi Hills and most of the 
patients were Khasis, but Nagas, Garos, Lushais were pointed out to me 
as well as Nepalis, Tibetans and Bhutanese from the hills and Assamese, 
Bengalis and Marwaris from the plains. Most of the doctors and nurses 
in the hospital are Khasis and the training in _ Nursing School is 
therefore carried out in that language." 

where economic prob!ems are so great. It was refreshing to hear and to see evidences 


of the strong Christian Chtsrch them and to learn that majority of the work of 
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That evening Dr. Drin Singh Hynniewta, senior assistant who handles 
much of the midwifery and gynecology came to the bungalow and ac- 
companied me to the combined common and classroom in the Nurses 
Hostel where he interpreted my words to the Nurses. The Khasi women 
remind one of Little Red Riding Hood since they wear hoods tied tightly 
beneath the chin framing their round smiling faces, and long capes 
gathered about the neck. 

Saturday morning about 10.0, Dr. Resaw Siem, a dapper young man, 
came to take me to the weekly village dispensary in the market on the 
road to Mawphlang about ten miles away. .This Village Dispensary Work 
is under the direction of the Khasi Church. We went in the van given 
in memory of Miss Buckley the first Sister at Shillong who did so much 
to establish the Nursing School. There was a second seat across the vam 
behind the driver’s seat and on this sat a Khasi nurse from the hospital 
and a genial elderly man, close cropped white hair under his woollen 
scarf, wrinkled leathery face with whimsical eyes and a white piratical 
mustache, one of the seniormost pastors in the Khasi Church. We 
breezed on through the cantonment and for some miles along the road to 
Cherrapunji, that place with its 600 inches of rain a year. However, 
after a time we branched off onto a gravel road and finally came to 2 
stop at the edge of the market ground. While the back of the van was 
dusted and swept I sat in the front watching the barbers and shoemakers 
busily at work. Then I went around to see the rest of the van. The 
partition behind the second seat set off a narrow room across the breadth 
of the van with a dispersing window at the side, cabinets filled with | 
drugs and supplies, the basin supplied with water from overhead tanks 
and means of sterilisation. The rear half of the bus had a long examin- 
ing table along each side with a cupboard for blankets and other supplies 
beneath. On a shelf above one of the tables was the public address 
system connected with the amplifying horn on the roof. The driver had 
fixed the microphone to the portable stand which had apparently been 
made at the hospital and as I entered Dr. Resaw was announcing a 
hymn. One or two Christian women climbed in to sing. After the 
hymn Doctor read a passage from Scripture and offered prayer. The 
driver disconnected the mike from the stand passed it through the window 
behind the front seat and lashed it securely to one of the stanchions. The 
Pastor sat comfortably down behind it and preached a good sermon. 
Meanwhile blankets were spread on the examining tables, the half 
venetians pulled up in the windows and the first patient admitted for 
examination. Business was a bit slow at first so after the end of the 
sermon I started through the bazaar. 

I do not know when I have seen such an interesting one. Behind the 
van were sacks filled with areca nuts larger than I had previously seen. 
Next were the piles of oranges and plantains. Then the leaf bound 
bundles from which were taken the largest betel leaves I had ever seen. 
Not far away, on pieces of plantain leaves a woman was arranging pats of 
moist white material which I thought at first was butter but which 
proved to be lime. Ever since our arrival I had been conscious of @ 
pervasive, offensive odour and I soon found its origin in bazaar after 
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I ate my picnic lunch on the front seat while Dr. Resaw corried on. 
Business from noon on had been brisk and over 35 patients had been 
seen. Dr. Resaw, when he has time between patients steps up to the 
mike and gives health talks. Just before 4:0 Drs. Roberts and Hughes 
with their families arrived to pick me up. With them I went to a very 
bountiful tea at the Norwegian School and swapped information concern- 
ing the Swedish School at Kodaikanal with the principal. Then to Dr. 
Hughes bungalow to go over the plans for the Hospital at Jowai which 
Dr. Roberts is building to replace the present inadequate plant. After 
dinner came Dr. Drin Singh and Dr, Tam for a short talk. 

Rev. T. E. Pugh of the Mission and Principal of the Government 
High School where there are thirteen different languages ‘spoken had 
invited me to visit one of his five Sunday’ Schools, and accordingly at 
‘g.30 on the following morning a smiling Lushai boy was waiting to 
guide me. We walked up the hill a short distance and turned into the 
hostel compound. On the sunny terrace outside one of the hostels a 
dozen or fifteen boys were sitting singing in four parts extempore as 
they waited for Sunday School. As the doors were opened they filed 
into the Hall, the first hymn was announced and they broke into Julia 
Ward Howe's grand “Mine Eyes have Seen the Glory” sending the notes 
bounding from the rafters. They conducted their own opening service 
and broke up into classes and after a while Pugh arrived from his previous 
Sunday School. He sent me around with one of his teachers who pointed 
out the different classes, Khasis, Lushais, Nagas and told me that the 
teachers were all high school seniors. Then the groups reassembled and 
I spoke briefly because the little girls for the next Sunday School were 
already waiting outside the door. My taste of this male chorus work 
made me regret that I was not to be in Shillong the following Sunday. 
A trained choir of Lushajs from the Hills had been invited to sing 
before the Governor-General at Government House during his visit and 
were to sing at the Church Service. One can imagine the combination 
of these Hill peoples with their magnificent voices and ability in harmony 
and the musical Welsh as their teachers. It’s unbeatable. 

That night to church and afterwards calling on Mr. and Mrs. Adams, 
Secretary of the Mission and incidentally learning what a “Sabbath Day’s 
Journey” is. 


Monday morning I was up early and over at 7.30 to hospital prayers, 
meeting thus Pastor Shullai, the full-time Hospital Chaplain. Would 
that more Hospitals had them! Here the Presbytery has gone a step 
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bazaar with heaps of dried fish. Beyond them were the plaited rain hats 
and the cornucopia shaped braided baskets with their broad forehead 
straps in which the hill people carry their burdens on their back. There 
were butcher shops where mutton, beef and pork were selling briskly; 
there were rude restaurants; there were shopkeepers from the Plains with 
manufactured clothing and shoddy looking machine-made sweaters; close 
by were other shops where knitting women sat behind attractive sweaters, 
knitted caps and the berets which are so popular in Assam. In fact one 
could buy almost anything from Nescafe and Pond’s Cold Cream to 
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farther than usual by setting off the Hospital as a separate pastorate in 
charge of the Chaplain. Then with Hughes completing the tour of the 
Hospital visiting the Out-Patient Department where | met the fourth 
member of the medical team, Dr. Suren, and seeing the X-ray and Labor- 
atory. The latter is not extensively used, most of the work being done 
at the Pasteur Institut: only a short distance away. 

I had hoped to get to Durtlang while I was in Shillong but on 
finding that it was a four-day journey was forced to give it up. Dr. 
Hughes was anxious | should stay another two days and go with them 
all the way by road to the Conference in Jorhat on Wednesday morning. 
I must confess that while I had several good reasons the one which I did 
not give was one of the weightiest: I did not look forward to starting 
out in a car on a 230-mile trip at 3 a.m. with the thermometer hovering 
around 40. Hence I packed up and returned by car to Gauhati that 
afternoon with Rev. Rostad of the North East India General Missjon, 
learning more about conditions in his Hill country. Spent a happy night 
at the Kirby Berry’s and at 7.30 the next morning was on my way 
to the airfield to take flight to Jorhat. 


INSTITUTIONAL REPORTS 
DORNAKAL DIOCESE, KARIM NAGAR HOSPITAL 

“This has been a happy busy year with a deep feeling of gratitude 
to God underlying everything. In this part of the country there has been 
peace and we have been able to get the supplies we required.” Dr. 
Wigfield goes on to say that this last does not apply to petrol which is 
still in short supply. They are therefore particularly grateful for the 
addition of a steriliser to their equipment making the transport of goods 
to Medak for sterilisation no longer a necessity. 

The Rt. Rev. A. B. Elliott, Bishop in Dornakal, in June opened the 
new maternity ward. This added six beds to the Hospital and four more 
were added by converting single into double wards. The bed capacity 
of the Hospital is now 70 and consequently the bed occupancy has 
dropped from the 125°/, of last year to a mere 118°/! 

Dr. Elizabeth Oommen has joined the staff. The lack of a laboratory 
worker so strongly felt last year has been to a great extent met by the 
part-time work of Mrs. Ross, a science graduate living in Karim Nagar. 
Two doctors, two sisters and nine staff nurses with seventeen students 
comprise the professional staff. 

Trips are now regularly made every fortnight to Jagtial and each 
pastorate centre has been visited this year to examine the village workers. 


Statistics 
Beds — 70 Out patients New 10,035 
In-patients 2,034 Total 24,248 
Daily Average 82.9 Operations 333 
Average stay 13.6 Confinements 21 


MIRAJ MEDICAL CENTRE 1948-1949 
This attractive Report is largely graphic. Large clear pictures with 
a brief explanation show the arrival of Vasant as a patient and his ¢x- 
periences till discharge. Another two pages illustrate the work in the 
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leprosy Centre; even the statistics are shown graphically. Next is a clear 
statement of the needs of the institution in Buildings, Staff and Equip- 
ment followed by the list of donors over a period of seven years to the 
Centre and to the Wanless Memorial Sanatorium at Wanless Wadi. A 
full page sketch of the ground plan of the Centre is faced by a list of the 
donors of the main buildings. A detailed list of the Staff and the financial 
statement for the year complete the information given. 


Nursing Students 
Total beds 362 
Total In-patients 4,652 Total Out-pati visits 


3,461 Total Con 
Total patient Days 1,06,330 of which 35,443 were Free Care. 


WOMEN’S MEDICAL WORK, KUWAIT, PERSIAN GULF 

Kuwait is trying to adapt a medieval, poverty stricken town to @ 
typical “oil town”. The population has nearly trebled in five years; 
houses are being torn down to permit of widening the streets to provide 
for the 4,000 cars and trucks possessed by this town of 140,000. The 
bazaar has changed from kerosene to neon lights. The thing that shows 
the least change is the Arab woman to which the hospital ministers. 

Three months of the year were spent by Dr. Allison in Muscat to help 
fill in the furlough of Dr. Thoms. While there, 9,000 out-patients and 

5 in-patients were treated, 41 outcalls made. The exciting episode was 
te dropping of urgently needed drugs by parachute from a huge plane. 

Again the nursing difficulty is stressed and the need for Indian 
nurses to help in view of the attitude of the Arab woman to the profession; 
with this the need for adequate quarters for the nurses is mentioned. 

Another problem is the unwanted babies that are left with them and 
what happens if they do not care for them. The little boy with malnutri- 
tion sold for $1 and the $40 offered for girl babies by the prostitutes. 
This poses the need for that common accompaniment of the Mission 
Hospital,—an orphanage. 

To close the report is the story of the daily telling of the Gospel 
message without any visible result. Our admiration and our prayers go 
out for all the workers in this difficult field who labour on secure in the 
knowledge that His word will not return unto Him void. 


The Secretary sincerely regrets that owing to the omission of a second 


proof reading many of the footnotes in the Minutes of the Guntur Con- 
ference are incorrect. 


Statistics 
Starr 
Medical Staff Members 15 Nursing Staff s 
Resident and Intern Staff 20 Supervisors 9 
Office Staff 10 Nurses 20 
Evangelistic Staff 4 Compounding Staff 
35,162 : 
| 
Statistics 
Total In-patients 430 Total Out-patients 19,000 
Av. a stay 7 days . Operations Major 24 
Deliveries 140 Minor 95 116 
APOLOGY 
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NOTICE 


SITUATIONS VACANT 

Wanted man or woman doctor to help in expanding medical and 
surgical programme of Mission Hospital in Hindi Area. Pay according 
to qualifications and experience. For further information write to Dr. 
D. T. Rice, Damoh, C.P. 


Wanted Christian Lady Doctor to co-ordinate and develop the work 
_ agnong women and children of small Hospital, Welfare Centre and School 

Clinic. Apply for further particulars to Sister-in-Charge, St. John’s Mission 
Hospital, Panch Howd, Poona 2. 


Wanted a wornan doctor for Baptist Mission Hospital for Women 
and Children, Palwal (90 beds). Salary according to experience. Apply 
Medical Officer, Rahmatpur, Palwal, E. Punjab. 


For Sale: Dodge Ambulance—American Army type with all steel 
body and 4-wheel drive. In good running condition. Some extras. 
Rs. 5,000, (Five thousand only.) For further information write to Dr. 
D. T. Rice, Damoh, C.P. 


Wanted for Village Hospital near Nagpur, Doctor and Nurse-Midwife. 
Lady Doctor preferred or roan and wife. Apply to Mrs. Vivian Bose, 
Nagpur, 


Wanted Resident Medical Officer for the Leprosy Hospital and Homes, 
Naini, E.LR. District Allahabad. Salary according to experience with 
annual increments according to scale and Provident Fund benefits. 
Applications, together with recent Testimonials, should be sent to reach 
Mr, F. C, Carswell Leprosy Hospital and Homes, Naini, E.I.R. Allahabad, 
U.P. before March 31st 1950. 


Wanted on July 1, 1950 a Christian Doctor, male or female, for the 
Hamilton McCleery Hospital-——a 25 bed general hospital conducted by 
the Irish Presbyterian Mission. Dohad is on the main line of the B.B. & 
C.1.Rly. Apply to the Medical Officer, The Hamilton McCleery Hos- 
pital, Dohad, Dist., Panchmahals. 


Wanted for the Season, Competant trained Christian Nurse for all 
kinds of general Hospital work in a small Mission Hospital in the Hills. 
Apply stating previous experience and allowance required to Dr. S$. Burfoot 
Lady Willingdon Hospital, Manali, Kulu Valley E. Punjab, India. 


Wanted immediately a Christian Doctor for Santipara Leper Colony. 
Apply stating salary required, qualifications and experience to Rev. 
Gunnar Fossland, Shantipara Leper Colony P.O. Bongaigaon, Goalpara 
Dist., Assam. 
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Wanted a young Christian Doctor, preferably married and recently 
from Medical school. Good Living quarters. Salary according to ex- 
perience with annual increments according to scale and Provident Fund 
Benefits. Applications together with testimonials of a recent date should 
be sent to A. J. Dietzel, Leprosy Home and Hospital, Shantipur -via 
Dhamtrari, C.P. 


Any Offers? A second-hand Ophthalmic Trial Case and Test Type 
wanted by Dr. M. F. Johnson C.M.A. Hospital, Lusadia, via Madosa, 
Dist. Ahmedabad. 


Wanted two fully qualified registered women nurses preferably matri- 
culates. Salary grade Rs. 100-5—150 plus Rs. 30 allowance plus dearness 
- allowance at Government of India rates and free quarters. Apply to the 
Matron, Lady Linlithgow Sanatorium, Kasauli. 


CHRISTIAN Mepicat AssociaTION oF INDIA, BuRMA AND CEYLON 


MEMBERSHIP 


The membership of the Association shall be open to Christian medical 
men and women who hold a recognized qualification in Western Medicine 
registrable in British India or its equivalent. Membership implies full 
sympathy with the main object of the Association, defined as the prevention 
and relief of human suffering and the pursuit of measures for the promotion 
of health in the spirit of Christ in the extending of the Kingdom of God. 

Entrance fee, required from all members, is two rupees with the exception 
mentioned below. Annual dues are seven rupees in advance; but when there 
is more than one member at the same address, up to a maximum of three 
members may combine to share one JourNat if so desired. The rates then 
will be for two members to one Journat Rs, 9 per year, for three members 
Rs. 11 per year. Those desiring group membership should apply in groups 
of two or three sending the amount indicated and the names of the members 
indicating in whose name the JouRNAL is to be sent. When a member is on 
furlough and payment is to be paid in other currencies: America $2+75, 
Europe 9s. 6d, Pakistan Rs. 7. 

An exception is made for members whose monthly salary does not exceed 
Rs. 100. For such the entrance fee is eight annas, and the annual dues are 
five rupees and eight annas, except that when husband and wife are both 
members the entrance fee will be eight annas each and the total annual dues 
wil) be six rupees, with the provision of one JourNAL only. 

New members shal! be proposed by one member of the Association. 


Edited and Published by Dr, Reeve H. Betts, Christian Medical College, Vellore 
Printed in India by Hugh Warren at the Wesley Press and Publishing House, M ysore 
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HOSPITAL 
AND 
DISPENSARY RECORDS 


Temperature Charts: Daily and Four-hourly 
Order Sheets :: Laboratory Records 


Case Records —:: Operation Records 


Blood Sugar Tolerance Test Records 
Carbon Duplicate Hospital Account Book 
Dispensary Records 


THE WESLEY PRESS & PUBLISHING HOUSE 
MYSORE CITY 


AND 
THE C.M.A.1. HOSPITAL SUPPLY AGENCY 
DHAPLA BUILDING, GOVERNMENT GATE ROAD, BOMBAY 12 
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NURSING NEWS 


NURSES’ AUXILIARY OF THE CHRISTIAN MEDICAL ASSOCIATION 
OF INDIA, PAKISTAN, BURMA AND CEYLON 


No. 109 March, 1950 No. 109 


AIM 
The Extension of the Kingdom of Christ Through 
the Ministry of Health and Healing 
OBJECTS 


By mutual co-operation and encouragement and by the cultivation of a 


PRAYERS 
Christ. 
us Pray that we and the Doctor (name) and Nurses (names) with whom we 


work shall here today hallow God’s Name, seek His Kingdom, do Will, 
Let us Pray for our Officers that they and we together may do God's Will. 


OFFICERS 

Muss F. E. Grucuy, Hat Piplia, Via Indore, M.B. 
Pakistan, Miss E, FRANCE, Peshawar. 
Mid-India, Ma, Mission Hospies!, Retlem, 
Bengal, Muss F. E, Smrru, Sarenga, 
Bombay, Miss G. E, Stoan, Poona, 
South India, Miss ALey Matuews, Ranipet, 

+ Muss A, M, Nelson Square, Nagpur, C.P, 
Muss L, C.M.C, Hospital, Vellore. 
Dr, P. V. Benjamin, Arogyavaram. 
Dr, E, Witver, Nelson Square, Nagpur, C.P, 
Muss L, Doranyt, 1 Underhill Lane, Dethi. 


Muss Marvin, Mission Hospital, Gauhati, 
++ Muss A. Cargo, Duchess of Tech Hospital, Gulzarbagh, Patna: 
Mars, Duncan Fraser, Wilson College, Bombay, 

Miss TARA SINGH, Banswara, 

+ Muss Kamara Pau, Medak. 


+ Muss J. G, DeVates, Ranipet, 
Muss M, M, Kaogwar, Baitalpur. 


Ma. Mataews, Clough Memorial 


Hospital, Ongole, 
Ma. GNAMARANMALA, W.F.P. Memorial Hospital, Mathurai, 


Miss Mary Trakur Das, Mission Hospital, Indore, 


. By the spread of informauon — 
place as an integral pert of the Christ , i 
4 supply a means of effect fedical : 
1 
4 
President 
ViewPresidents 
News Editor «. ] 
Comopted from C.M.A. 
” 
» ‘TNA, 
Branch Secretaries i 
Astam 
Bihar and Orisa. | 
Bombay 
Madhya Bharat and | 
Madhya Pradesh 
Hyderabad 
Madrars~Tamil ++ Mr, JAMes ARvLASANAM, Mathurai, 
W. Punjad ++ +» Muss Dororay DacENHART, Montgomery. 
Travancore «+ ++ Mauss V, Witttamson, Catherine Booth Hospital, Nagercoil, 
Uttar Pradesh oe ++ Muss D, Arxrns, Kachhwa, Mirzapur Dist, 
South India Nurser’ Exemin- 
Mid-India Board of 
Language Editors— 
Telugu 
Tamil 
| 


NEW MEMBERS 


No, Name 
649 Miss Dorothy MacIntyre 


647 Miss Binko Minz 
645 Miss Margaret Hall 


650 Miss Asbjorg Fiske 
550 Miss Challiani Chali 


432 Miss Mary Thomas 
353 Miss Ella Stoneburner 
360 Miss Mary Mathews 
333 Miss Janobi Murray 
578 Miss Thireswari Basu- 
245 Mise Hilda Baker 
523 Miss Audrey Tripp 
519 Adeline Andris 

215 Miss Ruth Solomon 
68 Miss Florence Wright 
303 Miss D, Lily Murmu 


32 Miss S. Joseph 

289 Mr. G. Abraham John 

493 Mr. Pannuru L. Nara- 
yana 

558 Mr, Choragudi Mathews 

588 Miss B, Kessie 


331 Sister Helen Monica, 
C.S.M.V. 
332 Sister Joanna, C.S.M.V. 


396 Sister Mildred Rebecca 
C.S.M.V. 


Tratntina ScHoou 
Sydney Hospital 
Hali- 


Grace Mat 


sam, 
Vellore. 
Loma Linda Hospital, Loma 
Linda, California. 
Hospital, 


der Memo. 
Ranipet. 4 

Scudder Memo. Hospital, 
Ranipet. 

Mission Hospital, Gauhati, 
Assam. 

St. James Hospital, Leeds, 
Leeds Maty Hospital. 

Kent and Sussex Hospital, 
Tunbridge Wells, Kent. 
Mother's Clapton, 

ospital, Lucknow, 


Memo. Hospital, 


Buffalo, N.Y., U.S.A 
Mission Hospital, Gauhati. 


Gifford Memo. Hospital, 
Nuazvicd, Kistna District. 


Clough Memorial Hospital, 
Ongole. 


Clough Memorial Hospital, 
Ongole. 


Clough Memoria! Hospital, 
Ongole. 

Clough Memorial Hospital, 
Ongole. 


Guy’s Hospital, London. 


West London Hospital, 
Hammersmith, W. 

South London Hospital for 
Women and Hempstead 
jeneral Hospital, London. 
Queen Mary’s Maty, 
London, 
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Missi 
us Hospital, Ratlam, 


Mission Hosp., Ratlam, 
Duchess Hospital” 
Monat Estate, Dingdin- 
ea 
ga, Goalpara, Dst. Assam. 
Civil Hospital, Silchar, 
Assam, 
College of rigs 12 Jas- 
ann oad, Delhi. 
or Hospital 
Nuazvid, Kistan Dist. 
Gifford "Memo. Hospital, 
oa Dist. 
or emo, Hospital, 
Nuzvid, Kistna Dist. 
49 Vivekananda Road, Cal- 


Holdsworth Hospital, Mysore 
City. 


Kinnaird Hospital, Lucknow, 


Gifford Memo. Hospital, 
Nuzvid, Kistna Dist. 
Mission Hospital, Bidar, 


in. 

Thaizubari H.E. School, 
Holtugaon P.O., Goalpore, 
Dist. Assam. 

Thaizubari H.E, School, 
Holtugaon P.O., para, 
Dist, Assam, 

Thaizubari H.E. School, 
Holtugaon P.O , Goalpara, 
Dist. Assam. 

Thaizubari H.E. School, 
Holtugaon P.O., Goalpara, 
Dist. Assam. 

Thaizubari H.E. School, 
Holtugaon P.O., Goalpara 
Dist. Assam, 

Thaizubari H.E. School, 
Holtugaon P,O., Goalpara, 
Dist. Assam. 

Convent of St. Mary, Panch 
Howd, Poona City. 

Convent of St. Mary, Panch 
Howd, Poona City. 

Convent of St. Mary, Panch 
Howd, Poona City. 


eh 
Hospital, 
Sask., Canada. 
Menighetssosterhjemmet, 
Durtlang, Lushai Hills, 
| 
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Kinniard Hospital, Lucknow, 
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NURSES FOR NURSING 


On January 7th Christian Medical College and Hospital at Vellore 
celebrated the soth anniversary of Dr. Ida Scudder's work in India. The 
story of Dr. Ida’s life is familjar to most of us, so 1 will give only a brief 
summary of it. Dr. Ida (as she is commonly known) received her call 
when she was visiting her parents in India. One night three women 
were left to die because she was unable to give them the medical aid they 
needed. ‘Through this the need for women doctors was brought to her 
attention and she dedicated her life to the women of India—not only to 
the healing of sick bodies, but also teaching Indian women how to heal 
the bodies of their own country women and ministering to their souls. 

The expansion of Christian Missions in these 50 years is self-evident 
in the number of doctors and nurses that have gone out into the various 
fields of medicine and nursing. 

The highlight of the celebration was the announcement that the 
Christian Medical College, Vellore, has received permanent recognition 
as a College for training doctors. This is of significance to the nursing 
profession because it means that the school of nursing at Vellore is able 
to continue its degree programme in nursing and make use of the college 
faculty for proficient teaching. 

In this new decade we hope to get candidates who are really interested 
in nursing for the sake of the profession. The nursing profession needs 
well qualified people who have keen interest in their profession, No 
longer must we allow our fellow-women to think of us as people with 
much brawn and little or no brain. Nursing the patient as an individual 
requires skill in doing, interest in learning, keenness in observation, 
accuracy in recording and reporting, speed in carrying out treatments, 
and sympathy in attjtude and understanding, gentleness in touch. 

In 1940 India had few more than 7,000 nurses, a ratio of 1 nurse 
to every 56,000 of population. In order to meet an assumed reasonable 
requirement of 1 to 500 there must be an increase of 793,000 nufses 
bringing the total number to 8,00,000. The 800 health visitors and 
5,000 midwives are also inadequate in numbers. Instead of 1 to 5,00,000 
population we need 1 to 5,000 or 80,000 health visitors. The number 
of midwives must increase from 5,000 to 100,000," 

We appeal to every member of the profession, both graduate and 
student, to seck volunteers who are ready to give themselves to service 
their countrymen and for Christ, the Great Physician. ‘ 

As Dr. Ida dedicated her life to service for Christ in India may 
dedicate ourselves to serve Him faithfully in Pakistan, Burma, Ceylon, or 
India, whichever is the land of our birth or adoption. We may well 
take from her the example which she has set for all who have come in 
contact with her. She has been and still is an inspiration to many nurses 
in her kindly word, her gentle touch, her sympathetic consideration and 
her loving devotion to Christ and her fellow-women. 


+ Figures are from 1940 and there is some improvement since then. 
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REPORT OF THE ELEVENTH CONFERENCE OF 
THE C.M.A. NURSES’ AUXILIARY TAMIL BRANCH 
HELD AT TIRUPATTUR IN 1949 


The Conference: opened with tea in the Nurses Home, followed by 
introductions and registration and a tour around the hospital and sur- 
rounding territory. Afterwards Dr. Ericksson gave a very valuable and 
spiritual address on “As my Father has sent me, so send I you”. 

My Father sent me. I send you. 

Dr. Ericksson showed the similarity in these two statements. We 
are sent as ambassadors and representatives of Christ and He was sent as 
an ambassador and representative of the Father. Christ functions through 
us to fulfil His Will, so it is our responsibility to represent Him correctly. 
Christ sees through our eyes, talks through our mouths and works through 
our hands, thereby expressing Himself. If we fail Him we disappoint 
Him, disappoint ourselves and fail to help someone whom God meant 
us to help. 

Dr, Paton favoured us with the story of the Christukula ashram at 
Tirupattur. The aims of the ashram are (1) to spread the gospel of 
health and healing (2) to bring the gospel of salvation (3) to gather 
as a family (4) to have prayer and intercession, 

The Saturday meeting was opened by a prayer meeting led by Miss 
Chapman who stressed the need for extending the Kingdom of Christ 
through the ministry of health and healing. 

Miss Chapman was chosen t« chair the conference and Mr. Gnana- 
kanmalai to record the minutes. 

Greetings from Miss Sutherland, Miss Clark, Miss Lund, Miss De 
Vries, Miss Williamson, and Mr. Peter were much appreciated. 

After some discussion it was decided to continue the Tamil area 
association. Mr. Arulasanam was chosen to be the Secretary, Mr. Gnana- 
kanmalai the editor and Mr. Devasahayam the third member of the 
Executive Committee. 

The Conference resolved (1) to ask all Nursing Superintendents of 
Mission Hospitals in the Tamil area to take interest in this association and 
to help the members of the Executive Committee in regard to activities 
of the association and (2) to ask all the staff members of the Mission 
Hospitals to become members of the association so that the Tamil branch 
may become strengthened. 

Dr. Sendel, in his talk on “Value of Recreation”, suggested the 
adoption of a “Book Circle” among the staff. A scheme such as this 
enables a large number of people to have access to a large number of 
books with minimum expenses. 

A highlight of the conference was the graduation and consecration 
ceremony which took place on Saturday evening, the latter very ably 
conducted by the Rev. Ancer of Pudukottah. 

Talks on “Religious activities among young folks of today” were 
given by Dr. Paton and Mr. Devanesan. Young folks can easily be led 
to Christ or away from Him through contact with aethists, communists 
or politics. Nurses must do their work for the sake of service rather than 
prestige or money. We must have personal interest in our patients, so 
that we can touch their hearts and thereby save their souls. 
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Sunday was spent in a quiet way. The day began with Holy 
Communion administered by the local pastor. Church services, community 
singing and talks were enjoyed by all. 

All those present enjoyed the conference and returned with renewed 
spirits and energy and with a determination to serve God and to strengthen 
our Association. 

May God be with us and help us to attain our goal. 

P. GNANAKANMALAI, 
Minutes Secretary of the 
Nurses’ Auxiliary Conference 
(Tamil Area) 1949. 


HINDI AREA CONFERENCE 1949 


The annual Hindi area Nurses’ Auxiliary Conference was held at 
Ratlam, December 2~5, 1949, with about seventy nurses attending. The 
women delegates were housed in the new nurses’ home which had not 
been officially opened at that time, the male nurses were placed in a 
private cottage of the hospital. The big event of the opening day of 
conference was the candle lighting and graduation services for the post- 
graduate students. The directors of the two courses, Miss MacMurchy 
and Miss Scott, were in charge of the arrangements for this service, while 
the special speaker was Miss L. Bottom of the Lady Kinnaird Hospital, 
Lucknow. 

Miss Douglas of Amkhut led the devotional periods on Saturday and 
Sunday. Following the devotional on Saturday, there was a symposium 
on the curriculum led by Miss MacMurchy with a third, second, first year 
student and a staff nurse speaking. This was followed by a lively and 
profitable discussion. A committee was formed to frame recommendations 
regarding changes in the curriculum. Later in conference this committee 
made its report and the recommendations will be sent to the Mid-India 
Board of Examiners for their consideration. 

The Conference then adjourned for a time to give an opportunity 
for those who had not yet arranged their exhibits to do so. The exhibits 
this year were the best the writer has yet seen in this conference. We 
hope we may be able to have the poster on nurse recruitment printed in 
a future number of the News. 

The early part of Saturday afternoon was spent in observing a 
demonstration of the p.g. students on diversional therapy. It is amazing 
what a lot of useful and inexpensive articles can be made out of a little 
wool and paper! After tea we met in the Church for another business 
Session. In the evening a dinner in the nurses’ home, followed by a 
play night. This programme was also in charge of the p.g. students; and 
from the peels of laughter which could be heard even some distance away, 
it was evident everyone was having a thoroughly good time. 

On Sunday morning we met for a special Church service, with the 
pastor, Mr. Tukaram, giving the sermon. Then followed an open air 
service in the courtyard of the hospital. After lunch and a short rest, 
group evangelistic services with songs, flannelgraph, and Bible talks took 
place on the verandah of the hospital. The final consecration service was 
held in the carly evening with Miss Douglas as speaker. Most of the 
delegates walked to the beautiful little English Church for the regular 
evening service. 
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Monday morning the conference was opened with a devotional service 
led by Miss Nellie Newton, staff nurse from Itarsi. Then followed 
another business session, prize distribution and the closing of conference. 
There was the usual confusion of packing up getting ready to leave the 
hospital, calling tongas, and the final farewells on the station platform. 


Rs. a | Rs. a. P. 

Opening balance in Bank ... 2,007 15 6 Printing Nursinc News ... 527 0 0 
Opening balance in Cash 5 Postage see 215 3 0 
fees Nagpur Press... 48 12 0 

- wee 1,103 0 0 Retund to C.M.A, oe 105 0 0 

Affiiation to TNAT eae 6710 0 

To Tamil and Hindi areas... 5910 0 

Remington Typewriter Co. 1710 9 

Commission os 914 0 

Other office ose 23 9 6 

6 

9 


,823 
ove 
Total Rs, ... 3,116 1 6 Total Rs. ... 3,116 1 6 


— 


Audited 2-12-49 E, Aucustnve, 


A.M. Treasurer. 


QUIET HOUR MEDITATIONS 


You will remember that last time we printed part of the chapter on 
“Obedience”, In this issue we continue that chapter on “The Practice of 
Obedience”. Even though some of the practices do not apply to us we 
may translate them into our own practices and try earnestly to follow the 
suggestions for each day. 

In our quict hour meditation in this issue we are continuing a series 
of devotional topics taken from a booklet Discipline and Discovery by 
Rev. Albert Edward Day and published by the Upper Room Press. It is 
here reprinted in part, by special permission of The Upper Room, Nash- 
ville, Tennessee, U.S.A. 


The practices will be divided among the days of the week. Em- 
phasize them in turn, but keep as many of them in mind as can be done 
without enslaving the memory. Remember, these are not legalistic re- 
quirements. They are devices for keeping alive in you the spirit of 
obedience. 


Sunday 
Recall some rules of the church and faithfully practise them today. 
Attend a service, whether you feel like it or not. 

Bow your head in prayer on entering your pew, though you may be 
curious to see who else is present. 


Maintain reverent silence even though your neighbour insists on 
whispered conversation. “ie 


Pay your church pledge in full. 
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Join in the singing and the prayers. 

Move over and let some one else have the end seat. 

Greet some strangers warmly, even though you would rather step 
away quietly. 3 

For today refrain from “uncharitable and unprofitable conversation”, 
“foolish talking and jesting”. You may not quite see the point. But 

your own hi i for this one day. 

Read one chapter of the Sermon on the Mount and faithfully conform 
your conduct to the spirit and purpose of that teaching. Do not argue 
today, but obey, obey, obey. 

If the preacher’s sermon made clear even one injunction of Christ, 
see if you can for this one day, fulfil it to the letter. 

In the course of the day, you will remember, perhaps, a number of 
lessons which the preaching and teaching and reading of other days 
impressed upon you. As they ernerge in memory, for this day obey 
them. See if you can go through the entire day without one act of 
disobedience to the remembered standards of Christ. 


Monday 

Today the labours of the week will be resumed. You will be thrown 
into different atmospheres and associations than those of the quiet Sun- 
iday, “The challenges to your conscience will be different, too—-and in 
some ways more difficult. But think of them as opportunities to carry 
on your conquest of the ego by obedience even amid the general dis- 
obedience which surrounds you. 

Begin the day with an act of obedience— such as kneeling in homage 
before God, or offering special thanksgiving for the opportunities of 
another week of labour, or getting up a half-hour earlier than usual in 
order to spend the time in prayer. 

Let the other members of the family have the first chance at the 
morning paper, or the hot cakes from the kitchen, in fulfilment of the 
command, “Thou shalt love thy neighbour as thyself”. May be they are 
not in such a hurry as you usually are, but you will have time to get to 
your work even so, 

When you drive to your factory or office observe the traffic laws; 
keep the required speed; stay in your own lane; give the right of way 
to those entitled to it; don’t crowd the light signals. It isn’t a question 
of safety merely but of schooling yourself by obedience. 

If you are in an office, remember the rule, “Let every man consider 
not his own affairs only, but also the affairs of others”. Do it, not for 
the sake of criticism, but to discover where you can be helpful. You 
may have a heavy burden to carry, but do not let the day pass without 
lifting some one else’s burden. “Bear ye one another’s burdens and so 
fulfil the law of Christ”. Your inclination may be strongly against add- 
ing some one else’s burden to your own. All the more reason why you 
should do exactly that. 

If you are in a factory, remember the word of Paul: “Whatever your 
task, work it heartily as servants of the Lord and not of men”. Your 
wage may be inadequate, your employer thoughtless, your shop anything 
but sanitary. Nevertheless, do your job as speedily and deftly as you 
can. Make of your work-bench an altar. You are obeying God, now, 
not merely a man or a company. 
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If you are in the kitchen, the day will bring many challenges to your 
ego. Requests, if not orders, will come from other members of the family. 
‘You can ignore them, or evade them, or flatly repudiate them. Or you 
can obey—under the compulsion of a spirit that realises the value of 
having something to obey every day. Remember again a word from the 
New Testament: “Wives, be subject to your husbands as unto the Lord”. 
Not because you are in any sense inferior to him, but “‘as unto the Lord” — 
ic., for the Lord’s sake, making your obedience a sacrament. Obeying 
him will mean conquering your ego for the sake of the Lord. 


Tuesday 

One marvellous area in which to develop habits of obedience and 
to practise the disciplines of obedience is in the realm of our human 
relationships. For today, therefore, try the following: 

Let the reasonable wishes of your friends become to you a law. Do 
not question. Do not parley. Obey. 

If you are serving on a committee, be content to let others assume 
the authority while you comply with their wishes, providing of course 
that those wishes involve no wrong. 

When the vexed bus driver orders you to move to the rear, move 
quietly, and without protest. 

If the clerk, who waits on you, asks you t try on a coat, even though 
you are sure you do not want that onc, try it on, and do it without a 
gesture of annoyance, 

~ If some tooting auto driver gives you the raucous command to move 
over and let him pass, move. He may be exceeding the speed limit. He 
may be asking what no law requires. But obey him as readily as you 
would a policeman. That would be an especially good dose for your ego. 

' ‘While waiting in line for food at some store where the supply is 
rapidly diminishing to the zero point, some one by an elbow or a wiggle 
may virtually ask you to step back one place. Do it. That may be the 
most noteworthy act of obedience you have performed for many a day. 

If this is election day, vote! That is your plain duty. Obey it, 


Wednesday 


Suppose today you begin with a fresh study of the teachings of Jesus. 
If you are looking for commands, difficult to obey but imperative, you 
cani find none comparable. If you can, get a copy of Eaton’s The 
Teaching of Jesus. \ you cannot, the New Testament is on your desk. 
Open at the Gospel of Matthew, Chapter 5 and read a paragraph. Meditate 
on its meaning and then say, “Yes,” to it in your thoughts, words and 
deeds today. 

“Blessed are the poor in spirit.” That means that you will toss 
overboard any signs of complacency or self-satisfaction. 

“Blessed are they that mourn.” That means that you will manifest 
genuine concern over your spiritual poverty. 

“Blessed are the meek.” Some think that means “the disciplined.” 
If so, then you will today faithfully practise the disciplines you know. 

“Blessed are the humble.” You know what humility is, don’t you? 
Then quit debating it and begin at once to demonstrate it. 

“Blessed are the merciful.” ‘Let not one hour pass today without 
some act of mercy on your part; the forgiveness of some offender; the 
gracious courtesy to some one who may not deserve it; the modification 
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some claim you have against another; the giving to some one of more 
kindness than is his due. 
only 


These are a few of the demands which will come to you as 
you prayerfully read the Book, obey, obey 7 
Thursday 


Examine today your acts of obedience earlier in the week, by such 


I obey wholly or only in part? 
I obey wholly but imperfectiy? 
I obey in my own way or in the spirit of the command? 
I obey on first command or did I need a second or third? 
Did I obey cheerfully or with reluctance? 
Did I go slowly and lazily or quickly and energetically about my task? 
It will be quite sufficient for this day if you watch carefully your 
obedience and amend it in the light of the above questions. 
“Be ye therefore perfect, even as your Father which is in heaven is 


Friday 


Do I obey carelessly and without due attention or thoughtfully and 
with a real effort to be adequate? 

Do I obey only after some argument or at once without contradiction? 

Do I obey complainingly or cheerfully? 

Do I obey dejectedly or hopefully and in a kind of happy expectancy? 

Do I obey readily in matters that seem of great consequence and 
attended by a fanfare, but reluctantly in trivial affairs? 

Do I obey in form but not in spirit? 

Do I always try to excuse myself on the grounds of inexpertness or 
do I fling myself into the obedience and trust the result with God? 

Do I try to argue the one who gives the command into recalling it or 
do I act as those whose function is 

“not to make reply; 


Theirs but to do and die”? 


Such questions as these will greatly improve the quality of 
obedience and its significance. oie 


Saturday 
By today we shall probably be rather weary, our tempers a bit short, 
and our nerves crying for the rest of Sunday. Obedience will come 
and rebellions, easier. 
erefore, y may be the day of greater importance—for an 
obedience freely, cheerfully, efficiently given will represent a greater con- 
quest of the ego than anything that has happened earlier in the week. 
So for today be unusually alert to hear the commands which will 
come—especially from within, 
“When he calls me, I will answer. 
I'll be somewhere listening for. my name.” 
It may come quietly, so quictly you will miss it if you are not listening. 
It may touch the ego on a specially sensitive spot. 
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i not difficult to keep on with any discipline when one has been 
practise it victoriously. The test comes, when having tried to obey 
iled, one keeps on trying. , 


SPECIAL NOTICE 


Your Secretary wishes to call your attention to the following kind 
offer of the Gideons to supply us with New Testaments and Bibles. If 
you are interested in securing a copy for yourself or your staff, kindly 
correspond with Mrs. W. Hammond Major, Bombay Baptist Church, 
Opposite Colaba P.O., Bombay 5. They may be received on the follow- 
ing conditions: 

1. Nurses’ New Testaments are available on request from nurses 
and the only charges are shipping and postage. 

2. White or light blue Nurses’ New Testaments are for the use of 
nurses only, We have other Testaments available on request of Hospital 
officers for personal distribution to worthy individuals. 

3. My husband also has large Gideon Bibles which can be placed in 
hospitals where they can be used by the general public or patients, mean- 
ing they cannot be distributed to individuals, 


NOTICES 


Wanted trained nurses for the U.M.T. Sanatorium, Arogyavaram 
P.O., Chittoor District. Scale of salary according to qualifications and 
experience. 


Postgraduate Training in Tuberculosis. Trained nurses are taken for 
postgraduate training in tuberculosis—minimum period of training 9 
months. A certificate given on completion of training. More details can 
be had from the Nursing Superintendent. 


Wanted: A Christian nurse-midwife for staff position in a Mission 
Hospital. Salary according to experience. 
Ackerman-Hoyt Memorial Hospital, Jhansi, U.P. 


The Secretary still has a number of copies of A Survey of Nursing 
and Nursing Education in Mission Hospitals and Schools of Nursing in» 
India in stock, If any new member or others wish a copy, kindly write 
to the Nagpur office for one. There is a charge of annas eight for non- 


Kindly note that the office will be closed during May and June. The 
Secretary should be addressed c/o Brooklands, Coonoor, Nilgiris. 

Tue Nursinc News is printed in English, Hindi, Telugu and Tamil. 
Subscription, which includes membership fee is Rs. 2-8~o per year. 
Entrance fee is Rs. 2. (If paying by cheque, add annas six for bank com- 
mission.) Payable to Treasurer, Nurses’ Auxiliary, Nelson Square, 


PRINTED IN INDIA AT THE WESLEY PRESS AND PUBLISHING HOUSE, MYSORE CITY 


ie Be it your effort to bring the week to a triumphant close by such 

4 ready obedience to the inner voice that the new week will dawn with a 

eh sense of victory. 
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Introducing an Ideal Haematinie Tonic 
SIOTRAT LIQUID 
Contains 


Whole Liver Extract, Iron, Vit. B. Complex and Cobalt. 

Composition 

Each fluid ounce of Siotrat Liquid contains; Liver Extract, equivalent 
to 120 gm. of fresh liver, Ferri et Ammon Citras~-10 grs. ‘Thiamin Hydro- 
chloride—12 mgm. Riboflavin—12 mgm. Niacinamide — 30 mgm. Calcium 
Pantothenate—6 mgm. Pyridoxine Hydrochloride—1-5 mgm. Cobalt 
Sulphate—24 mgm. in a palatable base. It contains no alcohol. 

4 oz. bottle ... ve 
SIOCIN 
Vitamin C: L—Ascorbic Acid 


100 mg. in 2 c.c. ampoules 
X 25 ... nik oe 1212 0 
£66. SO ose 24468 «OO 


For economical treatment 
ALBERT DAVID LIMITED 


15, Chittaranjan Avenue, CALCUTTA 13 
Branches: BOMBAY - MADRAS NAGPUR DELHI 


INDEX & PRICELIST “rom CONTINENTAL DRUG CO., WORLI, BOMBAY, 18 
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Hepanemin 
Brand of 
LIVER PREPARATIONS 


HEPANEMIN FORTE HEPANEMIN COMPOUND 


Clinically tested, proteolised extract for The palatable liver preparation for 
injections, with an addition of Vitamin oral use with irou, copper, glycerophos- 


B, and Nicotinic Acid. phates and vitamins. 

2 cc are equivalent to 500 Gr. of fresh A valuable supplement to injection 

liver given by mouth. therapy in Macrocytic Anaemia and a 
tonic in convalescence. 


Indications: 
Pernicious Anaemia, Nutritional Anaemias, Sprue, Macrocytic Anaemia of 
Pregnancy, Megalocytic Anaemias with neurological compl cations, 


Boxes of 6, 25 and 100 Ampeules of 2 cc and 10 ce Vials. Bottles of 6 ozs. 
for oral use 


Literature on request from Sole Distributors ; 
VYAS BROTHERS LIMITED 


PRINCESS STREET, BOMBAY, 2 
SILTEN LTD,, SILTEN HOUSE, HATFIELO, HERTS, ENGLAND 


Manufactured by 


e KAHN ANTIGEN e 


in 10 c.c. phials 
Supplied at Rs. 10 a phial 


Please apply to 
THE CHIEF MEDICAL OFFICER 
Swedish Mission Hospital 
TIRUPATTUR = RAMNAD DISTRICT =: S.INDIA 


“Oe 
TEXT BOOKS IN ROMAN URDU 


I. A simple text book is available covering a course of training for Dispensers 
(Compounders). It deals with Pharmacy, practical and theoretical Materia | 


Medica: notes on B.P. 1942. Poison Law; Storage of drugs, etc. 
° Price, including postage, Rs. 2-2. 


Il. Elementary Hygiene By Buatia and Surt. Rs. 3-8, plus postage. 


LIL Text Book for Midwives By Comyns Berxerey. Rs. 5-8, plus postage. 
Obtainable V.P.P. trom Miss R.M. Young, S. Stephen's Hospital, Delhi. 


Materia Medica (in English). By Miss Carrer. 
Qe Obtainable V.P.P. from the Punjab Religious Book Society, Lahore. 
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BROOKLANDS MISSIONARY HOME 
COONOOR, NILGIRI HILLS 
Host and Hostess: Mr. and Mas. R. H. Brsseu. 


BODY—Comfortable Home; Giood Food. 
SOUL—Peaceful Atmosphere; Beautiful Surroundings. 
SPIRIT—The Lord’s Presence; Happy Christian Fellowship. 


Write to: The Superintendent 


T WE MANUFACTURE SPECIALLY REFINED HYDNOCARPUS WIGHTIANA 
(FATTY ACIDS FREE AND NON.-IRRITANT) 
ETHYL HYDNOCARPATES (ESTERS) 
(BY COLD PROCESS) AND COMBINATIONS WITH 
THYMOL, CREOSOTE, IODINE, CAMPHOR 
ETC, ETC. FOR 
INJECTIONS IN THE TREATMENT OF 
LEPROSY 
SUPPLIERS TO LEPER HOMES, ASYLUMS, CLINICS MAHAROGI! SEYA MANDAL 
B. M. JOSEPH & CO., LABORATORIES 
XX/70, Perumanur, ERNAKULAM (S. India) 
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Telegrams: “ SUCCOUR” 


Let us have your enquiries for 


DRUGS 
CHEMICALS 
LABORATORY APPARATUS 


DRESSINGS 
INSTRUMENTS 


We can supply at reasonable prices 


THE C.M.A. 
HOSPITAL SUPPLY AGENCY 


CHAPLA BUILDING, GOVERNMENT GATE ROAD 
BOMBAY 12 
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Containing entire anti-anaemic principles, Vitamin B- 
Complex and Proteoses as well as Folic Acid in astaral 
proportion. 

The T.C.F. proteolysation process greatly increases the 
of 

Indicated in cases of Tropical Macrocytic Anaemias in 
general (particularly those refractory to liver injections), 
sprue, Hypoproteinemia before and after surgical opera- 


Available in bottles of 2 4 08% and 8 


A Product of 


TEDDINGTON CHEMICAL 
FACTORY LIMITED 


Sele Distributors: W. T. SUREM & CO., LTD. O. BOK 229, BOMBAY 
Breaches: CALCUTTA: P. Bee 672, MADRAS: P. O, Ben 1206. 
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The new antibiotic 


‘Chloromycetin’ 


Davis) 


Originally isolated from Streptomycin venezuelae 
and now synthesised in the Parke, Davis laboratories, 
this remarkable antibiotic has been found effective in 
an impressive range of infections including: 

Typhoid 

Typhus 

Scrub typhus 

Undulant fever 

Bacillary urinary infections 
Primary atypical pneumonia 
Whooping cough 


FOR ORAL ADMINISTRATION , 
Issued in bottles of 12 Kapseals each containing 0.25 gm. 


PARKE, DAVIS & Co., 
P.O. Box 88, Bombay 1 
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